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ABSTRACT 

This document contains the second :n a series of 
Congressional hearings being held by the Select Committee on 
Children f Youth, and Families to examine substance abuse among 
pregnant and parenting women and to explore prevention and treatment 
strategies. In his opening statement. Committee Chairman George 
Miller expresses hope that testimony provided at this hearing in 
Detroit (Michigan) will describe an exceptional model for the 
treatment of young women who are addicted and pregnant and will offer 
new information about these women that will facilitate treatment. 
Brief statements are included from Representatives Hollowciy and 
Bliley. Witnesses providing testimony include: (1) William Atkins, 
director, and William Hall, associate director, Illinois Department 
of Alcoholism and Substance Abuse; (2) Charlene Johnson, president. 
Reach, Inc. and Lee Earl, pastor and chairman of the board. Reach, 
Inc.; (3) Maisha Kenyatta, director, Hope, Unity and Growth, Inc.; 

(4) Marilyn Poland, associate professor, department of obstetrics and 
gynecology, Wayne State University Medical School, Detroit, Michigan; 

(5) Lisa Potti, program coordinator. Mother and Infant Substance 
Addiction Network, Detr'^it Health Department; (6) Beth Glover Reed, 
associate professor of social work and women's studies. University of 
Michigan; (7) Joyce Scott, executive director. West Side Futures, 
Chicago, Illinois; (8) Randall Todd, director. Health Promotion and 
Disease Prevention, Kent County Health Department, Grand Rapids, 
Michigan; (9) Joan Walker, administrator, office of substance abuse 
services, Michigan Department of Public Health; and (10) Courtney X, 
parent, accompanied by Beverly Chisholm, director, Eleonore Hutzel 
Recovery Center, Detroit, Michigan. Relevant supplemental materials, 
prepared statements, and letters are included throughout the text. 
(NB) 
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GETTING STRAIGHT: OVERCOMING TREATMENT 
BARRIERS FOE ADDICTED WOMEN AND 
THEIR CHILDREN 



MONDAY, APRIL 23, 1990 

House of Representatives, 
Select Committee on Ch;u>ren, Youth, and Famiu^^.s, 

Washington, DC, 

The select committee met, pursuant to call, at 9:44 a.m., in the 
Auditorium, Hutzel Hospital, 4704 St. Antoine, Detroit, Michigan, 
Hon. George Miller (chairman of the committee) presiding. 

Members present: Representatives Miller, Levin, Durbin, and 
Holloway. 

Staff present: Jill Kagan, deputy st^ director; May Kennedy, 
professional staff; Carol Statute, minority deputy staff director; 
Cathy Deeds, research assistant. 

Chairman Miller. The committee will come to order We will try 
to get started here if my colleagues will come join us. 

My name is George Miller and I am the Cliairman of the Select 
Committee on Children, Youth, and Families. 

This is the second in a series of hearings that the select commit- 
tee is conducting. The title of today's hearing is "Getting Straight: 
Overcoming Treatment Barriers for Addicted Women and Their 
Children." Last week in Washington, D.C., in our first hearing, we 
tried to focus on some of the women who are addicted, some of the 
environments they came from, some of the problems that they 
have. We are recognizing that if we are going to deal with the issue 
of the some 375,000 or more babies each year that are bom addict- 
ed to drugs and alcohol and nicotine, we are in fact going to have 
to start dealing with the mothers of those children and deal with 
the education and prevention models that will help us to reduce 
the numbers of children that we see bom addicted each year, 

And I want to thank very much Hutzel Hospital for all of their 
help in putting thifi hearing together, and Congressman Levin's 
office and Senator Levin's office, for their help and their support to 
the select committee in bringing this hearing to Detroit. We think 
we are going to hear not only about an exceptional model for the 
treatment of young women who are addicted and pregnant, but 
also some new information about these women that may help us 
provide more insight for our colleagues on how we can treat— best 
treat these women. 

It was said by every member of the committee that was present 
at the hearings last week that none of us believes that the answer 
IS to throw these women in jail. I think it is also very clear that we 

(1) 
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are going to have to present to the public e rational and a viable 
treatment model for women who want treatment and who seek it 
out, that we can provide a means so that we can prevent some of 
the life-threatening problems that now occur to themselves and to 
their babies. 

This series will continue as we try to pull apart some of the com- 
plexities that the addiction of these women and the birth of these 
babies present to us as a society. 

[Opening statement of Hon, George Miller follows:] 

Opening Statkmsnt of Hon George Miller, a Representative in Conoress From 
TOE State of Caufornia and Chaipman, Select Committee on Children, 
Youth, and Famiues 

During the last few yeare, the Select Ccmmittee on Childreii, Youth, and Families 
has tracked the dramatic increase in substance abuse and its devastatiri^ elTects on 
families and communities In 1989, as many as 1 in 10 oregnant women used crack- 
cocaine, and millions more used other legal and illicit dru^fs, including alcohol and 
tobacco, that pose serious and potentially life-threatening problems to themselves 
and their bjibies. 

We have become most aware of the tragic impact of perinatal substance abuse on 
children In this series of Select Committee hearings, we are directing more atten- 
tion to addicted women therjselves, to better understand the paths to recovery and 
self-sufficiency Cor them and their children 

At the Select Committee's first inquiry into the effects of parental substance 
abuse on infants in 1986, we heard about the need to provide adequate services to 
women before, during and after pregnancy to ensure healthier birth outcomes and 
reduce the incidence of perinatal substance abuse Witnesses also confirmed whnt 
we already know it is more humane and cc it-effective to provide adet^uate early 
care and treatment than tc solve neglected and entrenched problems. 

Despite the growir^' »'<jeds and rising public concern since then, we have learned 
that adequate treatment and support still are unavailable A Select Committee 
survey of hospitals in large metropolitan ai*eas last year revealed that two-thirds 
had no place to refer substanoabusmg pregnant women for treatment 

Of the handful of drug treatment programs that accept pregn&nt r..,if«i 
ignore critical service needs such as child care and transportation 

And, with nowhere to tu**!! for treatment, women in more than a dozen states are 
also facing jail sentences ^or fetal drug exposure 

In our first hearing of the beriea last Thursday, the Committee learned about the 
nature of addiction among women and their special needs that must be addressed tu 
enhance recovery. 

We learried that the substance abusing woman is not easily categorized. She may 
be economically welloff or poor, white or of color, crack user or alcoholic, young or 
old She b^an abusing drugs because of a complex combination ot physical, environ 
mental and social factors Many of these women have a history of substance abuse 
in the family, were physically and /or sexually abused, lack self-esteem, or live m a 
community where substance abuse is prevalent and overpowering 

We heard from a former substance abuser, Kathy, wlio shared with us her own 
painful experience with substance abuse She made it very clear that a substance- 
abusing mother is not an evil, uncaring person. Rather, ghe is a confused person - 
one who loves her children, but who, without adequate treatment, oin have almoSv 
no chance of overcoming her addiction and becoming the mother tu her children she 
wishes she were. 

Just as the nature of addiction is complex, we learned that the path to re<;overy is 
equally complicated We simply do not know what constitutes successful completion 
of treatment Does any relapse mean failuie? Doeo a brief relapse, after 6 months of 
sobriety mean failure? Are there multiple measures of success? 

In this hearing today, v/e will explore further women's treatment needs, the best 
route« to recovery, and the barriers that must be overcome. 

This morning we had the privilege of tounng a model treatment program, the 
Eleonore Hutzel Recovery Center, and met with women who receive treatment 
there to hear about their lives and concerns, their struggles and their successes 

We learned tliat this program offers a wide range of inpatient and residential 
services to women who are pregnant or of childbearing age, and to their families. 
Lack of child care, a major barrier to treatment for manv women, ts overcome at 
Hutzel by allowing children under five to live at the residential facility with their 
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mothers, ana through a day program of tuup »*,'liiig, learning and recreation fur ihil 
dren, 

Unfortunately, the inipresbive work of Hutzc^l Hospital can Unefit onlv a bmall 
segment of a large and growing population of bubstance abus ng women of <.hild 
bearing age Waiting lists are long and growing 

Hufiel delivers 9,000 babies a year, and almost half of these babies were drug 
exposed before birth. Statewide estimates suggest that at least 13.000 children are 
born exposed to illegal drugs alone each year 

Today we will hear about other efforts in the sUUc and 'n the region that are 
strugghng to keep up with the skyrocketing demand for sup.ortive services and 
treatment for women with substance abuhe problems We will also hear about a sue 
cessful effort to curtail smoking among the highest risk pregnant women at a WIC 
clinic in Kent County 

New data will also be released that tell us more about vho these women are and 
about the substandard care they often receive, and prov.de further evidence that 
pregnancy may be the besi time for intervention 

Thfc Committee welcomes and thanks the researchers, treatment pro\idei"s and 
public agency representatives who have taken the tine to appear before us to 
expand our undersuiiidiiii; of critical treatment livsues We are especially pleased to 
welcome Courtney "X" who has received services here at Hut/^*1 and will share her 
personal experiences 

I would like to express our great appreciation to Hut/el Hospital and the Recov 
ery Center for their assistance in preparing lor and ht>sting this important hearing 

Again, thank you all fo- coming I look forward to your testimony 
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WOMEN, ADDICTION, AND PERINATAL 
SUBSTA>/CE ABUSE 

FACT SHEET 



ILLICIT D RUG USE UP AMONG Mim ONS OF wnMPM 
ACROSS SOCIOECONOMfC GROUPS 

• Over 5 million women of childbearing age (15-44) currently 
use an illicit drug, including almost 1 million who use 
cocaine and 3.8 million who use marijuana. (National 
Institute of Drug Abuse [NIDA], 1989) 

• In a recent survey of 715 pregnant women in Pinellas 
County, Florida, nearly 15% tested positive for substance 
use, with no significant difference among socioeconomic 
groups. (National Association for Perinatal Addiction 
Research and Education [NAPARE], ^989) 

• While actual drug use may not be significantly higher 
among pregnant minority women, they are ten times more 
likely than white women who use drugs to ht: reported to 
child abuse authorities. (NAPARE, 1989) 

HEAVY SMOKING. ALCOHOL USE ON THE RISK AMONO 
YOUNG WOMEN 

• Approximately 6 million American women are alcoholic or 
alcohol abusers. Despite stable drinking patterns among 
rhe general population over the past 25 years, recent 
studies indicate an increase among younger women who are 
heavy drinkers (5 drinks a day or more). (National 
Institute on .alcohol Abuse and Alcoholism (NIAAA], 1987; 
NIAAA, unpublished, 1990) 

• Nearly 24% of American women smoke and the fastest 
growing group of smokers in this country are women under 
age 23. Every day, 2,000 young women start smoking. The 
percentage of women v/ho smoke 25 or more cigarettes a 
day increased from 13% in 1965 to 23% in 1985. (Surgeon 



Generals Report [SGR], 1989; U.S. Department of Health 
and Human Services [DHHS], February 1990) 



• Although pregnant women are just as likely as nonpregnant 
women to have ever smoked (43% to 45% respectively), 
pregnant women (21%) are less likely than nonpregnant 
women (^^0%) to be current smokers. Black women were 
the least likely of any group to smoke during or*^gnancy. 
(Williamson, 1989) 

PREGNANT SUBSTANCE ABUSERS AT GREAT RISK OF 
AIDS. SEXUALLY TRANSMITTED DISEASES AND 
HOMELESSNESS 

• In a sur\'ey of ZZl pregnant substance abusers in 63 AIDS 
de"^onstration projects nationwide, 20% are homeless and 
23. spent time in jail six months prior to the inter/iew. 
(NIDA, unpublished data, 1990) 

• Of the same 337 women, 36% engaged in sex for drugs or 
ir.oney, placing themselves and their babies at high risk for 
HIV infection; 98% engaged in vaginal sex, while only 4% 
tser^ condoms consistently; and 15% had a sexually 
transmitted disease in the past 6 months. (NIDA, 1990) 

• In New York Cit)', pregnant cocaine abusers were 4.5 times 
more likely than nonusers to have a sexually transmitted 
disease. (New York City Department of Health [NYCDH], 
September 1989) 

TREATMENT/PRENATAL CARE ELUSIVE FOR SUBSTANCE- 
ABUSING PREGNANT WOMEN AND MOTHERS 

• At Boston City Hospital, 80% of mothers surveyed who 
used heroin or cocaine received no prenatal care. New 
York City cocaine abusers were 7 times less likely than 
non-abusers to have received prenatal care, (Amaro, 1989; 
NYCDH, 1989) 

• Of 78 drug treatment programs surveyed in New York City, 
54% exclude all pregnant women; 67% will not accept 
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pregnant women on Medicaid; and 87% will not accept 
pregnant crack-addicted women on Medicaid. (Chavldn, 
1989) 

• Of California's 366 publicly-funded drug treatment prog- 
rams, only 67 treat women and only 16 can accommodate 
her children. Similarly, Ohio has 16 women's recovery 
programs, and only two can accommodate her children. 
(Weissman, 1990; Ohio Department of Health, 1990) 

• Reports show that 23% of women entering treatment, as 
compared to only 2% of men, encounter opposition from 
families and friends. Similarly, 48% of women experienced 
problems due to entering treatment, as compared to 20% 
of men. (Beckman and Amaro, 1984) 

EFFECTIVE TREATMENT APPROACHES DOCUMENTED 

• Pregnant women who participated in a smoking cessation 
program at a Michigan WIC clinic were 3.6 times more 
likely to quit smoking than nonparticipanls, (Mayer, 1990) 

• In a study of alcohol-using pregnant women in Atlanta, 
35% discontinued alcohol use when presented information 
on the potential harm of alcohol use during pregnancy. 
(Smith, 1986) 

e In Pinellas County, Florida, 77% of male and female 
substance abusers who are referred by the courts to 
Operation PAR, a comprehensive drug treatment program, 
and who complete the 18-to 24-month program do not re- 
enter the criminal justice system. (Florida Department of 
C rections, 1989) 

« Of 54 babies bom in 1989 to cocaine-using mothers 
enrolled at the Philadelphia Family Center, an outpatient 
drug treatment program for pregnant women and children, 
75% were carried to full term. None were bom prior to 
33 weeks gestation. (Philadelphia Family Center, 1990) 
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INFANTS SERIOUSLY AFFECTED BY PERINATAL SUB> 
STANCE ABUSE 

• A new eight-city survey reported that nearly 9,000 babies 
were bom exposed to illicit drugs in 1989 at an estimated 
cx>st of $500 million for providing care through age five. 
(Office of the Inspector General, 1990) 

• Each year, Fetal Alcohol Syndrome (FAS) affects nearly 
5000 babies and is the third leading cause of birth defects 
associated with mental retardation. Thousands more 
children are bom with Fetal Alcohol Effects (FAE), a 
milder form of FAS. (National Council on Alcoholism and 
Drug Dependency, 1988) 

• Smoking increases premature deliveries, spontaneous 
abortions and still births. A pregnant smoker's infant is on 
average seven ounces lighter than babies of ncnsmokers, 
(SGR, 1989) 



Between 1985 and 1988, the number of congenital j.yphilis 
cases increased by 130%. Experts estimate that there will 
be over 1000 congenital syphilis cases in 1989. (Centers for 
Disease Control (CDC), 1990) 

• As of February, 1990, there have been 2,1 16 reported cases 
of pediatric AIDS in children under age 13. Eighty percent 
of these pediatric A!DS cases are attributed to maternal 
transmission from an infected parent, and of these, 90% of 
the babies' mothers cither use intravenous drugs or had 
heterosexual partners who were IV drug abusers, (CDC, 
1990) 

TREND TO PROSECUTE PREGNANT SURSTANCE ABUSERS 
PROCEEDS 

e To date, over thirty women have been criminally charged 
for drug use during pregnancy for delivery of drugs to a 
minor. A Florida woman has been convicted. Hundreds 
more pregnant substance abusers have been civilly charged 
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for alleged child abuse. (American Civil } ibcrlies Unicn 
[ACLU], February 1990) 

Four states have amended definitions of child abi^se to 
include drug use during pregnancy (Florida, Illinois, 
Oklahoma, Rhode Island) and 3 states have included 
alcohol and drug use during, pregnancy (Indiana, Nevada, 
Utah); one state amended ts definition of criminal child 
neglect to include prenatal exposure to controlled sub- 
stances (Minnesota); and three states require doctors to 
report to the state if either the mother or the child has a 
posifive urine toxicology screen (Mih.ic^oia, Oklahoma, 
Utah). (ACLU, February 1990) 

4/19/90 
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Chairman Miller. And now I would like to reoognizt Congress 
man Levin for any remarks that he may have. 

Mr. Levin. Thank you, Mr. Chairman. Just briePy, when I was 
born in this hospital a fev/ years ago, as was my wife and two of 
our children, especially as to my wife and myself, the hospital had 
a somewhat different function. It was dolivering babies with a vari- 
ety of conditions, but under somewhat different conditions than 
prevail nere today. The hospital is very much on the firing line as 
America decides how much we are going to face up to a major 
problem. 

This hospital and all of the institutions affiliated with it are I 
think— and we will hear much more of this in the testimony— pio- 
neering— sounding an alarm for this country. 

And so I am pleased to join you, George, and my two colleagues 
from Illinois and Louisiana and we look forward very much to the 
testimony. I hope everybody who does present their testimony 
today will understand, will realize that what you say hopefully will 
be heard not only wit iin these four or SaX walls, however many 
there are here, but beyond these walls. 

Under George Miller's leadership, this committee has, I think, 
sounded an alarm for an entire nation and we are today looking at 
another aspect of a very, very pressing problem facing the children 
of America and their parents. 

So welcome to this blessed hospital. 

Chairman Miller. Thank you. 

Congressman Holloway? 

Mr. Holloway. Just a few words to say, Chairman Miller 

Of course we are very appreciative of the opportunity to be here 
and educate ourselves. I think there Is a great deal of knowledge 
th^it we need to learn in Washington to deal with the situation, I 
think many of us have a lot of false pretense, a lot of false 
thoughts about the problems and the solutions. Of course it is our 
job as Members of the House to try to fund programs, but also to 
give the taxpayers the most for their buck, to decide what is right 
and what is wrong. I do find this to be a field, from what I have 
read, in which there is not a lot of statistics, there is not a lot of 
knowledge and not a lot of follow-up figures. And I think we can 
surely accomplish that and hopefully much more frjm these hear 
ings, and I look forward to them. 

I enjoyed the tour this morning, it was very informative to us, to 
look at the children, look at very normal looking children, and 
hopefully as they grow up to be adults they wiP be very normal 
childreji. 

Thank you. 

[Opening statement of Hon Clyde C. Holloway follows \ 

Opening S'-.-MENT OF Hon Clyde r Hou>oway, a Representative in C^jncrls^ 
From tul - *ate of Louisiana 

I want to thank the Select Committee on Children, Youth, and Families for hold 
ing this heanng on drug abuse treatment for women today I believe this iS un im 
gortant topic not onl> for the committee but also ^or m> .olleagues here and batk in 
Washington. 

This problem of substance abusing women, pspf-cial^y pregnant women, is a grow 
ing concern in all cities, but especially for places such as the inner city Detroit The 
Bpecific issue we will look at today —treatment of these ^omen - is a more complex 
one. Unfortunately, there have be«n few longitudinal studies of women or babies *o 
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tell us the most efTective type of treatment model The presence uf crack cocaine, as 
a highly addictive illegal substance, poses new problems for these women and their 
babies. 

Today we will hear from experts on the special treatment needs of substance- 
abusing women, using the Eleonore Hutzel Recovery Center as a model We must 
also keep in mind the special treatnient needs of the baby, whether unborn or born. 
Treatment, in lieu of jailing mot\^rs. must be strongly encouraged for pregnant 
mothers In cases where the at^^icted mother :s unresponsibe to treatment, or 
simply leaves her baby at the hospital to become a "boarder baby", adoption must 
be encouraged as a caring alternative 

T want to tliank the Republican witnesses, Charlene Johnson and Mai^ha Ken- 
yatta esjpecially, for their innovative, community-based drug prevention and treat- 
ment efforts Mrs Johnson's and Pastor Lee Earl's REACH program was recently 
recognized by President Bush as a "Point of Light " REACH involves the Twelilh 
Stref't Missionary Baptist Church in Detroit assisting the local community "to de- 
velop its own indigenous institutions and skills necessary to solve its own prob 
lems " 

I would hope other concerned jtizens and church groups in Detroit and elsewhere 
will follow these courageous examples and take on to help women and families 
break out of deadly drug-addiction patterns 

Chairman Miller. Thank you. 
Congressman Durbin. 

Mr. Durbin. Thank you very much, Mr. Chairman, and thank 
you for ihe opportunity to be here today. 

We have already started the day with a very interesting site visit 
and I v^ant to thank Beverly Chisholm, Dr. Wardell and staff for 
showing us through their recovery center. It is an eye-opener for 
those who read about ihe statistics and read about this problem to 
actually see the people who are involved and to actually see the 
small infants whose lives are affected by this addiction. 

Dr Wardell spoke of his entry into this field some 21 years ago, 
worrying then over heroin addiction and how things have changed 
and still yet remain the same v^ith the addictive personality and 
the addictive mother and the problems created for the children as 
a result of it. 

There are many innocent victims in drug addiction and certainly 
everyone would agree that the most innocent victims are these 
children who come into the world unknowing that they carry with 
them a problem from the instant of birth that has to be resolved. 

Lest anyone believe this is a problem of New York City, Wash- 
ington, DC, Detroit and Los Angeles, I might tell you that in my 
home state of Illinois even outside of the City of Chicago, we are 
running into substance addiction among mothers in the most rural 
areas. It is a national problem *hat needs a national approach, a 
national solution. 

Today, you will help to open our eyes and hopefully we can take 
the message back to Washington to make our federal policy a con- 
sistent one that produces the kinds of results that we all hope for. 

Thank you, Mr. Chairman. 

Chairman Miller Thank you. With that we will hear from our 
first panel if they will co\ie forw^. d. First is Courtney, who will be 
accompanied by Beverly Chisholm, who is the Director of the 
Eleonore Hutzel Recovery Center, Dr. Marilyn Poland, who is Asso- 
ciate Professor, Department of Obstetrics and Gynecology, Wayne 
State University; Joan Walker, who is the Administrator for the 
Office of Substance Abuse Services, Michigan Department of Public 
Health; William T Atkins, the Director of the Illinois Department 
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of Alcoholism and Substance Atuse» who will be accompanied by 
William Hall,_thfe^wiate_I)irector of the Illinois Department 
of Alcoholism and Substa.^ce Abuse, and Dr. Beth Glover Reed, who 
is Associate Profesfi>or of Sccial Work and Women's Studies, Uni- 
versity of Michigan. 

Do we have enough chair 3 there'' We may have to rotate back 
and forth. 

Welcome to the commit: je. Your written statements will bv3 put 
in their reoord in their e-.tirety and we wiil ask you to proceed in 
the manner in which you are most comfortable. 

Courtney, a special welcome to you. One of the things tha^ this 
C!ommittee has tried to do is to hear from some of the children, 
youth and family memb)rs on subjects that we ai« taking ^timo- 
ny on and having hearings. We feel that it is important for mem- 
bers to hear directly from people involved in the p»*o^ams as re- 
cipients. 

Last week, we heard from a youiig mother who had been addict- 
ed for many years, tragically had a couple of lier children die but I 
think explained to this committee the long process it took her and 
the time it took her to become sober and to stay that way now for 
the past six years, and much like you are doing here today, she is 
now working with other mothera, helping them in a program. But I 
think members were quite taken, hearing firs^hand her struggle 
and hsr efforts. So we welcome you to the committee, as we do all 
of you. 

I think the one thing we may change is, Marilyn, if it is all right 
with you, we may let Joan go fin?t because I think there is a time 
problem here in terms of leaving. 

So Courtney, we are going to start with you. Welcome. 

STATEMENT OF COURTNEY X, PARENT, ACCOMPANIED BY BEV- 
ERLY J. CHISHOLM, DIRECTOR, ELEONORE HITTZEL RECOV- 
ERY CENTER, DETROIT, MI 

Ms. X. I would like to thank the Select Committee on Children, 
Youth, and Families 

Chairman Miller We are going to need you to boom your voice 
out here. Thei^e are a lot of interested people wlio are too embar- 
rassed to come sit down front, we will have to talk to them all the 
way up there. 

Ms. X. All right, excuse me. 

I would like to thank the Select Committee on Children, Youth, 
and Families for allowing me this opportunity to tell my personal 
story. 

I have a history of substance abuse that started at age 14. At the 
young age of 14, I was cross-addicted to ii^arijuan^ and beer. At 
that time, I was cunous about the "high" and I had a need to get 
the courage to entertain my peers. The marijuana made me laugh 
a lot and I liked that. 

At 16, 1 started to drink liquor, added mescaline, stayed on mari- 
juana and drank beer and threw in pills for pood measure. 

At 17, 1 added crack cocaine to my daily usage pattern. Eventual- 
ly the other drugs could not compete with the ultimate high I felt I 
got from crack. I had this sense of conquering, a feeling that the 
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world was at my command For two years the d^ug continued to 
satisfy my craving for all drugs and I hi„i become a loyal subject to 
freebasing. 

At the age of 19, I gave birth to my first child. With my parents' 
assistance, a decision was made for me to place this child up for 
adoption. When I saw the child, I inimediately changed my mind 
about adoption. I contacted Catholic Social Services and stated that 
1 had changed my mind about adoption, the child was placed in 
temporary foster care with a Caucasian foster parent. 

The child remained in foster care for 14 months in the same 
home. All the time the child was in foster care, I kept thinking I 
would get my life together and reunite with my baby. I did make a 
serious effort to plan for the baby to come home. I started back 
using drugs and committed myself to a long term residential treat- 
ment program. When my child would come to visit me, he was 
older, he did not know me, he cried for the mother he knew. When 
these caring people asked me to let them raise my son, I knew in 
my heart that it was the best solution for my young son and v/ith a 
heavy heart but a sense of knowing I was doing the right thing, I 
agreed. 

^ At the age of 21, I gave birth to my second son. Between the 
births of my sons, I encountered my heaviest usage patterns. I was 
feeling so alone, empty and unwanted. I moved out of my mother's 
home and decided to go to Chi'^ago and start a new life. What I 
found in Chicago was my old life in a new city; cocaine was there 
too. This child's father supplied me with drugs until he went to 
jail. My relatives were straight people, they neither understood ad- 
diction nor wanted it in their home. I was in the streets of Chicago 
pregnant, alone and addicted. 

My father financed the trip back to Detroit, returning me to my 
mother. That was his idea and what I returned to was my addic- 
tion. I had this second child in my addiction, left the hospital 
before the baby was released, I never returned to pick the child up. 
Protective Services took custody of the child and he was placed up 
for adoption. 

You have to understand that an addicted mind is not a rational, 
reas^ able one. The thought of returning for my baby never oc- 
curred to me I am not an uncaring person, I have a disease known 
as substance abuse and I have been very ill. You have to under- 
stand that. 

My family tried to understand, wanted to help me, but they did 
not know how and eventually I felt I was successful in showing 
them that they could not help me. They stopped trying. 

After several treatments and delivering my baby at Hutzel Hos- 
pital, I learned of the Eleonore Hutzel Recovery Center. This child 
was born out of my addiction, weighed one pound and eight ounces. 
The treatment program assisted me in understanding that I could 
rehabilitate and care for my child. While my baby struggled for 
survival, I continued with treatment. By the time I had my son, I 
was tired. I was tired of using, tired of being used, tired of being 
afraid of the unknown, tired of trying to be straight just to meet 
another crisis and slip back into the old familiar patterns, tired of 
being tired. 



ERLC 



13 



When I walked into the doors of Eleonore Hutzel Recovery 
Center, I came admitting my powerlessness over my addiction. I 
was ready to be taught what I needed to know to survive out here 
in the real world. I was ready to turn my will over to God and 
today I am so grateful— I am so grateful— that He gave me this 
chance to seek and find the help that I needed. 

EHRC provides many services to women and their children. 
What the staff has taught me most is how to care, how to care 
about me. The staff cares for all of us but there is always the feel 
ing of being cared for as a person. 

Today, I live in Eleonore Hutzel East (domicile), with my baby 
that now weighs seven pounds. I am learning every day how to 
cope with my adJiction as a disease. I am learning parenting and 
today I am a parent. EHRC has provided me with the necessary 
tools, it is my responsibility to use these tools and I plan to for the 
rest of my life. I have a family that I met in EHRC, they are also 
my support system. 

On May 18, 1990, 1 will move forward from EHRC, the treatment 
will have ended. Although I am nervous about the outside world, I 
will be confident knowing that I have a place in EHRC that will 
always belong to me and I will never to be alone agai.. All I have 
to do is contact my family. 

Thank you. 

[Applause.] 

Ms. X. Oh, excuse me, I am sorry. 
Chairman Miller. Encore. 

Ms. X. I would like to close by saying people do recover. No one, 
including me, would have ever thought that a person with my his- 
tory would some day tell her story of sobriety to a group such as 
this. But here I am, drug free, happy, proud of my achievements 
and grateful for all those who have dedicated their lives to helping 
those ^n need. 

Thank you. [Applause.] 

Chairman Miller. Thank you, Courtney, very much for that. 
We are going to go ahead and hear from the rest of the witnesses 
and then we will have questions Trom members of our panel. 
Joan. 

[Prepared statement of Courtney X follows:] 
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Prepared Statkment of Courtnev X, Eleonore Hutzei. Recovery Center, 

Detroit, MI 

I would Ilk© to thank the 5el«ct CorwUteo on Children, Youth, 
and Fanjlies for allow ne this opportunity to tell ny personal 
story. 

I have a history of rubstancc abuae that started at age 14. 
At th« yoang age of fourteen (14) I was cross-addicted to narijuana 
and boer. At that timo I was curiouG atout the "nigh" and had a 
need to got the courage to ontert<iir ny peers. The i?ari^uana raadu 
ne laugh a lot and I like that. 

At sixteen (16) I started to drink l\quor, added nescaline, 
stayed with narijuana and drank beer and threw in pills (speed) for 
good neasure. 

At seventeen (17) I added cracK cocaine to ny daily usage 
pattern. Eventually the other drugs could not conpote with the 
ultimate high I felt I got fron crack, I had this sense o£ 
conquering, a feeling that the world was at ny conur.and. For two 
(2) years this drug continued to satisfy ny craving for all drugfi 
and I becono a loyal subject to freebasing. 

At the ago of nineteen (19) I gave birth to ray first child. 
With ny parents aosistanc© q decioion was cade for ne to place this 
child up for adoption » When I saw the child I innediately changed 
ny nmd about adoption. L contacted Catholic Social Services and 
stated that I had changed ny nind about adoption, the child was 
placed in ♦^enporary foster care with a Caucasian foster parent. 

The child remained m foster care for fourteen (14) nonths in 
the 5ane hor-e. All the tine the child was in foster care I kept 
thinking I would get ny life together and reunite with ny baby. 
I did nake a serious effort to plan for the baby to corae home. I 
started back using drugs and connitted nysolf to a long terw 
residential troatnent program. When ray child would cone to visit 
ne he was older, he didn't Know no and he cried for the nother he 
knew. When these caring people asked ne to let then raise ny son 
I know in By heart that it was the best solution for ny young son 
and with a heavy heart, but u Renso of knowing that I was doing the 
righ" thing,, I agreed. 

At the age of twenty-one (21) I gave biith to ny second son. 
Botwean the births of iny son I encountered ny heaviest usage 
patterns. 1 was feeling alone, enpty and unwanted. T moved out 
of ny mother's hone and decided to go to Chicago and start a new 
life 'Vhat I found in Ch\cago was ny old l7.fe in a new city; 
cocaine- wap there too. This child's father supplied mi with drugs 
until he went to jail. Hy rqlijtives wen "straight" people, they 
noitht^r understood addiction nor v,anted it in their hone. I wok 
in thG stieets (f Chicago piegnant, alone and cddictod. 
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Hy father rmancod trip back to Detroit returning n<i to 
•:iy raothdr. That was his idea and what I »"eturnQd to *as n/ 
addiction. I had this soc^nd child in r?y addiction, left the 
ho5pical before the baby was relcabed, I never returned to pick the 
child up. Protective Services took custody of the child and he was 
placed for adoption. 

You have to understand that an addicted nind ii> not a 
rational, reasonibl6 ono. The thought of returpiing for baby 
nover occurred to me. 1 an not on uncaring person, I have a 
disease known as substance abuse and I've been very ill. 

My faniiy tried to understand, wanted to help me but they 
didn't know how and eventually I felt I was successful in showing 
then that they couldn't help do. They stopped trying. 

After Several troatnonts and delivering ny baby at Hutzel 
Hospital, T learned of the EJeonore Hutzel Recovery Center 
(E.H.R.C). This child wos born out of ay addiction weighed one 
pound and eight ounces. The treatment progran aesisted ne m 
understanding that I could rehabilitate and care for ny child. 
While ny baby struggled fox survival ; continued with treatment. 
By the tine I had ny son I wa^ so tired. Tired of using, tirtd of 
being used- tirod of being afraid of the unknown, tired of trying 
to be straight just to moot another crisis and slip back into the 
old faniliar pattorns; ti>*ed of being tirrd. 

When I walked into the doors of nhe Eleonoro Hutzel Recovery 
Center I cane adnitt' .g ny power lOBsnens over ny addiction. I was 
ready to be taught what I needed to know to survive out horo in 
the real world. I was ready tj turn ny will over to God and today 
I'n so grat6fu\ that He gave no tiiis chance to iioek and find the 
help I needed. 

EHRC provides many bOrvices tc uonen and their childien. What 
the staff has taught no nost ^3 he to care, how tc care about no. 
The staff cares for all of us but there's always the forlinq of 
being cared for as a person. 

Today, I live in Eloonore Hutzol East (donlcilc), with ny baby 
that now weighs seven (7) pounds. I'n i<»arning evci/ddy how to 
cope With oy addiction ac a disease. I'n learning parenting and 
today I an a parent. EHRC had provided ne with the nerer,Sdr >' 
tools. It 1} ny rsspotinibi i ity tu uso these tools and I plan to for 
the rest o^ ny lifo. I have a Canily that I not in P.HRC, thoy oie 
i.lfio ny support s/ston. 

On May 18, 1990, 1 will cx>v€ forward Iron EHKC; the IroaCnent 
will hav<3 ended. Although IT nervous about the outf<ido world T 
will be confident knowing that I have a place in EHKC that wXil 
alwayr; belong to ne and I will never bAze to be alone again All 
I have to do is contact ny faniiy. 

I would like to close oy saying pcof'*e do recover, Nc^ one 
including ne would have thought that a portion with my history would 
sonc day tell her story of cobr;cty *:o a group i^uch as this. But 
here I an, drug free, happy, proud of ny achievements, and gratctal 
for all those who have dedicated their lives to liclpinq nho^Jc m 
need . 
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STATEMENT OF JOAN W ALKER, ADMINISTRATOR. OFFK E OF 
SUBSTANCE ABUSE SERVICES. MKIIKiAN DEPARTMENT OF 
PUBLIC HEALTH. LANSING. MI 

Ms. Walkkr. Thank you. Congressman Miller and memberb of 
the committee. 

My name is Joan Walker and I am tlie Administrator for the 
State OTice of Substance Abuse Services. 

In the interest of time, I am going to not pick up on some of the 
statistics and so forth that I covered in m> written testimony, I 
think that is in the packet now that you have I will be focusing 
my commentij specifically on what we are currently doing in Michi 
gan, which is n^t enough, but also our planning tor the future. 

In Michigan, we have over 700 licensed substance abuse preven 
tion and treatment programs and I am sorry to say that only 16 of 
these programs deal specifically or provide specialized services for 
prevention and treatment to rddicted women, and onl> one of these 
to addicted pregnant addicts, the Hut/el Hospital which I believe 
you have looked at this morning. 

I have included some statistics on the Eleonore Hut/el program 
at the end of the testimony in your packet The program did not 
serve teen-agers at the time the statistics were collected, so you 
will not see any teen age statistics reflected there But I would like 
to point out that the highest percentage of admissions for woMen 
III the program were between the ages of 30 and 39. 

As Administrator of the State Office of Substance Abuse Ser; 
ices, perhaps one of the most significant things I feel our office has 
done IS to recognue that we can be far more effective in our efforts 
if we work closely with other ,tate departmenti> and other state 
agencies ab we deal with this problem iii a ver> comprehensive 
way. 

We have joined with the Michigan Department of Public Health 
and the Office of Child and Youth Services to address the serious 
problem of maternal substance abuse and its impact on women. 

Across the country, as you referenced earlier, Congressman, 
man> states are proposing punitive responses with criminal sane 
tions to deal with this problem. In Michigan, our joint ap^.roach to 
maternal substance abuse and iti> related impact on infants tackles 
the problem at its earliest possible point That k, assuring preg 
nant substance-abusing women that the> receive prevention, educa 
tion and treatment and their infants are assured of a safe and 
healthy family through the provision of parenting education. 

It IS our collective feeling that development of what we call a 
SeiiuiHel System, or an early warning system, for mothers and in- 
fants at high risk is the very best chance for families where sab 
stance abuse is threatening the family survival. A Sertinel System 
IS an approach that provides a single point for identification, track 
ing and follow-up of infants, arid hkewise their moms or th^ir par 
ents, who are at risk. The core of the system is si pport service 
through the first year of life and tracking system to assure the pro 
vision of needed services for both .he infants and their moms. 

A key component of this sentinel s>stem will be the development 
of specific protocols to guide service deliverv and tracking, includ 
mg the criteria for referral to protective services and the assured 
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response from that system when appropriate. Such protocols are es- 
sential, particularly in the area of identification of infants where 
substance abuse during pregnancy is suspected. There is a wide 
range of symptoms which may be evident in an infant at birth and 
there Is a wide range uf criteria used to identify infants as drug 
exposed or addicted. Drug use includes many patterns that range 
from occasional or casual use to episodic use, to compulsive use as- 
sociated with dependency. These differences have very significant 
differences or implications for the parenting capacity and the treat- 
ment kind of interventions. Through our joint efforts, we must rec- 
ognize these differences when addressing the risko these mothers 
and infants are facing. 

The problems of substance-abusing parents requires a compre- 
hensive, yet highly focused, response. Families who are chronic po- 
lysubstance abusers have multiple legal, social and health prob- 
lems. It seems obvious to state that all areas must be addressed, 
which IS really the goal of the sentinel system. All too frequently, 
however— and I am sure you have seen this or heard this in your 
hearings around the country— this simple premise is ignored and 
services are fragmented and poorly coordinated. 

I will be addressing one such approach that the Office of Sub- 
stance Abuse Services is anxious to begin and hopefully will be be- 
ginning in the next couple of months. But before doing bO, I want 
to stress that in addition to the importance of inter-agency and 
inter-departmental cooperation in addressing the multitude of 
needs for this special population, that all agencies must develop 
polic> and funding to support the directions they are taking. Aga^n, 
far too often, the lack of policy to support a program direction cp.n 
be one of the key barriers to successful implementation of that pro- 
gram. 

One of the policy directions that our office has been working 
very closely with the Michigan Department of Social Services on is 
to revise Medicaid coverage for substance abuse. We are hopeful 
that these proposed Medicaid changes will result in appropriate 
services being available to more recipients by providing federal fi- 
nancial participation for out-patient and intensive out-patient sei 
ices Currently, Medicaid only covers hospital-based services for 
people who are in life-threatening situations. 

\ye are also exploring the possibility of federal financial partici- 
pation for residential services for pregnant women and clients 
under the age of 21. Medicaid, as I said, has not covered non-hospi- 
tal settings. I feel our effort*, here in Michigan are well worth con- 
sideration at the federal level, and cannot stress enough the impor- 
tance of getting Medicaid coverage to fund a full continuum of 
service from out-patient to day treatment to residential to hospital- 
based services, so that people can enter the system at the point 
which is most appropriate, for them. It is also, 1 think, a significant 
savings, cost-wise. 

Another policy decision that has been made by our office is to 
earmark money specifically to address this problem Of the $i5.9 
million that Michigan *^ill be receiving through the federal drug 
initiative, we are targeting one million to go for addicted moms, 
one million for ^^ omen— addicted women, three million to go for 
children and 1 5 specifically for crack cocaine. So we are *.ery sen- 
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ous about addressing thib problem and backing it with financial re- 
sources. 

Finally, along with the Michigan Department of Public Health 
and the Office of Child and Youth Services, we have just recently — 
this last week as a matter of fact— let out a joint RFP, Request for 
Proposal, for the development of new programming for a model 
family focused treatment program for chemically dependent 
women. This program will be targeted for Wayne County, which is 
the county that you are in now, primarily because of the number of 
addicted women who have been identified by Wayne County Pro- 
tective Services who are at risk of losing their children due to their 
addiction. It is our hope that we will be able to replicate this pro- 
gram across the state. And to assist us in targeting that, we are 
hopeful we will be receiving some dollars that will allow us to do a 
prevalency study so we can target th*^se dollars in the parts of the 
state where the need is greatest. 

The model program must include participation of multiple orga- 
nizations in the delivery of a comprehensive service for women, in 
eluding pregnant and postpartum women, with family preservation 
as its focus. It will indade the following components, pre-screening 
and assessment, day treatment and out-patient serv^ices, substance 
abuse prevention and education, domiciliary care for moms and 
their children, family counseling, child care and child treatment, 
medical care, outreach, after-care and evalu.ition. Additional serv- 
ices will include legal assistance, job and 'or skill training, commu- 
nicable diseases and any immunization programs, HIV counseling, 
assistance with the Michigan Department of Social Services pro- 
gram and services, assistance with meeting basic needs such as 
housing, infant support services, child and maternal health sup- 
port, nutritional counseling, parenting classes, women's support 
groups, life skills, transportation and other support services, as ap- 
propriate. 

We are interested in building on the concept of empowerment 
and integrating our approach with an approach proving to be 
prett> successful within the Office of Child and Youth Services 
called "Families First** This approach focuses on family strengths, 
provides an immediate response capabilitv, is highly flexible in 
terms of the scheduling of hours and avc4ilabilit>, small caseloads, 
intensive time limited intervention and service^ provided in th»^ cli 
ent's home and community. We are hopeful that this concept will 
be integrated into our discharge planning. 

In summary, what we are doing in Michigan is recognizing the 
importance of inter-agenc>, inter-departmental cooperation, we are 
recognizing that as you move in these program areas, you need to 
have a strong policy base behind it and be willing to commit some 
di liars in that area. We certainly recognize that we have a lot of 
work before us, as I indicated with the initial statistics with our IG 
programs out of the 700, but feel that we are in a very solid base 
for our future programming. 

[Prepared statement of Joan Walker follows:) 
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Prepared Statement ok Joan Walker, Administrator fvk the State Office of 
Substance Abuse Services, Michigan Department of Pubul Health, Lansing. 
MI 

Good morning, my name is Joan Walker and I am the Administrator for 
the State Office of Substance Abuse Services, We are an autonomous 
agency within tho Michigan Department of Public Health, charged with 
the responsibility for accomplishing the mandates of state and federal 
substance abuse services legislation. Our office's single largest function 
is to administer and coordinate all state and public funds for substance 
abuse treatment, rehabilitation and prevention services. We contract 
with 18 local coordinating agencies around the state for the delivery of 
substance abuse services vithin single ano multi*county areas. These 
agencies in turn subcontract with the actual providers for program 
development, administration, prevention, evaluation, and planning. 

ft is a pleasure to have the opportunity to address congressional 
members of the Select Committee on Children, Youth and Families, I 
am particularly pleased with the committee's interest in substance 
abuse, specifically as it affects women, their children, their unborn fetus, 
their families, and the impact this d»pendency has on the community. 
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You have many excellent panelists who will be speaking with you today 
and extremely well qualified to speak to some of the data and research 
findings. I will bo confining my comments to the question of what we 
are doing In Michigan to address the very pressing needs for this 
population. 

STATEMENT OF PROBLEM 

The National Institute of Drug Abuse estimates that as many as 10 out 
of every 100 pregnant women in the United States have used or are 
using cocaine, and each year, more than 300,000 infants are born with 
traces of some illegal drugs. No one knows how many are exposed to 
cocaine. Fetal exposure to alcohol is one of the leading known causes 
of mental retardation in the Western World. Treatment costs associated 
with such exposure total nearly one third of a billion dollars annually. 
Fetal alcohol syndrome occurs at the rate of 1 out of 750 cases, and 1 
child out of 400 are born with the harmful consequences of alcohol 
exposure, lea.ning disabilities, hyperactivity, and birth defects. 

Hospitals in urban areas are reporting that between 10 and 40% of 
newborns have been exposed to drugs during pregnancy. 
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In Michigan our infant Tiosiaiity rate for 1987 was 10.9 deaths for every 
1000 live births, well above the national goal estabtishod for 1990 of 9 
deaths par 1000. The infant mortality rate for bipcks is more than 
double the white rate at 21.9. Many factors contribute to this high 
mortality rate, including the negative influence of substance abusa on 
pregnancy and perinatal mortality and morbidity. According to a 1989 
Michigan Department of Public Health study, 43% of infants born at an 
urban Michigan hospital have been exposed to cocaine, heroin, or 
marijuana at some time during their pregnancy. 

Along with Increased mortality, infants born to substance abusing 
women are known to have increaseH incidence of asphyxia, prematurity, 
congenital malformations, abnormal heart and breathing patterns and 
drug withdrawal. Recent studies have also revealed that infants born 
to cocaine using mothers are at increased risk of sudden infant death 
syndrome. 

The primary sources of AIDS among women of childbeanng age are 
sharing of needles for intravenous drug use and sexual intercourse with 
an HIV infected intravenous drug user. The majority of Michigan's 
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podiatric AIDS cases are attributable to parental transmission. The 
overall result of these outcomes of substance abuse among women is 
unmeasured in terms of cost in both human and economic terms. 

In Michigan there are only 16 licensed programs that provide specialized 
prevention or treatment services to wompn, but only ono designed 
specifically for pregnant drug dependent women, the Eieanore Hutzel 
Recovery Progran) at Hutzel Hospital In Detroit. I have Included 
statistics for Fiscal Year 1988-89 for the Hutzel Program in the appendix. 

MICHIGAN'S RESPONSE 
Sentinel System 

As Administrator of the Office of Substance Abuse Services, perhaps 
one of the most significant things I feel our office has done is to 
recognize that v^e can be far more effective in our efforts if we work 
closely with other state offices and agencies interested and invested in 
dealing with this problem i a compretiensive way. 

We have joined with the Michigan Department of Public Health and the 
Office and Children and Youth Services to address the serious problem 
of maternal substance abuse and its impact on women. Across the 
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country, as you know, many are proposing punitive responses and 
criminal sanctions as an answer to this problem. In Michigan, our joint 
approach to maternal substance abuse and its related impact on Infants 
tackles the problem at the earliest possible point, that is, assuring that 
pregnant substance abusing women receive preventive education and 
treatment, and that their Infants are assured o. . safe and healthy family 
through the provision of parenting educa 'jon. 

It is our collective feeling that the development of what we call a 
Sentinel System fcr mothers and Infants at high risk is the best chance 
for families where substance abuse Is threatening family survival, A 
Sentinel System Is an approach that provides a single point for 
identification, tracking, and follow-up for infants at risk. The core of the 
system is support servicei th.^ugh the first yfar of life and tracking 
system to assure the r ovision of needed services.. 

A key component of the sentinel system will be specific protocols to 
guide service delivery and tracking, including the criteria for referral to 
child protective services, and an assured response. Such protocols are 
essential, particularly' in the area of identification of infants where 
substance Rbuse during pregnancy is suspected. There are a wide 
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range of symptoirs which may be evident in an inf^^^t at birth and there 
is a wido range of criteria used to identify infants as "drug exposed or 
addicted." Drug use includes many patterns that range from occasional 
casual use of low doses, to episodic use, to compulsive use associated 
with dependency. These differences have different implications for 
parenting capacity and treatment intervention iS. Through our ioint 
efforts, we must recognize these differences while addressing the rl^^s 
mothers and infants ate facing. 

The problems of substance abusing parents require a comprehensive 
yet highly focused response. Families who are chronic polysubstance 
abusers have multiple legal, social and health problems. It seems 
obvious to state that all areas must be addressed which is the goal of 
the Sentinel System. All too frequently, however, this simple premise 
has been Ignored, with services being fragmented and poorly 
coordinated. 

I will be addressing one such approach that the Offic& of Substance 
Abuse Services will be funding, but before doing so, want to stress that 
in addition to the importance of interagency and department cooperation 
in addressing the multitude of needs of this specidi population, each 
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agency must develop policy and funding to support this direction. 
Again, far too often, the lack of policy to support program ulrection can 
be one of the key barriers to successful implementation. 

Medicaid as a Support to Servicing Addicted Women 
The Office of Substance Abuse Servlceji has also been working closely 
with the Michigan Department of Social Services to revise Medicaid 
substance abuse coverage. We are hcpoful that these proposed 
Medicaid changes will result In appropriate services bein^ available to 
more recipients by providing federal financial participation for outpatient 
counseling and Intensive outpatient iservices. We are also e^.plorlng the 
possibility of federal financial participation for residential services for 
pregnant women and clients under Sha ago of 21 . Medicaid has not 
covered substance abuse treatment in non-hospital settings. This has 
resulted In many recipients entering expensive hospital based programs 
which are more costly, often Inappropriate interventions, I feel our 
efforts here In Michigan are wrii worth serious consideration at tho 
federal l9vo!, and cannot stress enough the Importance of federal 
financial participation for residential care. 
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Ancth^r policy decision made by the Office of Substance Abuse 
Services has been to earmark money specifically for the development 
of new programming for addicted women. Of the 15.9M dollars 
Michigan is scheduled to receive under the new block grani funding, 
we have earmarked 1M for addicted rroms, 1M for women's prevention 
and treatment programs, 1.5M for crack cocaine treatment and 3M for 
youth prevention and treatment. We are very serious about our 
commitment. 

Joint Programming Initiatives 

Finally, along with the Michigan Department of Public Health and the 
Office of Children and Youth Services, we have just let out an RFP for 
the development of new programming for a model family focused 
treati..ent program for chemically dependent women. This program is 
targeted for Wayne County, primarily because of the number of addicted 
women who have been identified in Wayne County who have been 
referred to protective services and are at risk of loosing tf.ciir children 
due to the!^ addiction. It is our hopes to replicate this program 
throughout the state. Because resources are limited, we are hopeful to 
get funding to conduct a prevalency study so that the dollars can be 
targeted to those areas of the state where the need is greatest. 
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This model program must include participation of multiple organizations 
In th© delivery of comprehensive services for women, including pregnant 
and postpartum women, with family preservation as the focus. It will 
include the following components: pre-screening and assessment, day 
treatment and outpatient services, substance abuse prevention and 
education, domiciliary care for moms and their children, family 
counseling, child care and child treatment, medical care, outreach, 
aftercare and evaluation. Additional services ''^ould assure legal 
assistance, job and/or skill training, communicable disease and 
immunization programming, HIV counseling, assistance with the 
Michigan Department of Social Services programs and services, 
assistance with meeting basic needs such as housing, infa'^t support 
services, child and maternal health support, nutritional counseling, 
parenting classes, women's support groups, life skills, transportation 
and other support ser'-i^^us, as appropriate. 

We are interested in building on the concept of empowerment and 
integrating our approach with an approach proving to be very 
successful within the Office of Children and Youth Services called 
Families Fi'it. This approach focuses on family strengths, provides 
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immediate response, highly flexible scheduling, i.e. 24 hour 7 day/ week 
availability, small caseloads, intensive time limited intervention, and 
services provided in the client*s home and community. We are hopeful 
that this concept can be integrated into our discharge planning. 

In summary, what we are doing in Michigan is recognizing the 
importance of interagency interdepartmental efforts in order to be 
effective, we are recognizing that these efforts must be based on well 
thought out policy and have dollars designated to assure 
implementation. We have lots of work befo.e us, but I believe we are 
building a solid base for future programming. 

Thank you for the opportunity to speak before you today. 
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ELEANORE HUT7EL RECOVERY PROGRAM 



PREGNANT ADDICTS 

In regards to the issue of pregnant addicts Michigan has only one program which is 
designed to specifically dea! vwth the issue of pregnant addicts, Eleanoro Hutzel Recovery 
Program at Hutzel Hospital in Detroit Due to the insurance liability issue, there are very 
few obstetnoans m the state which will knowingly deal with the pregnant addict. Most will 
refer a female who is found to be addicted to the Eleanore Hutzel program. The following 
are statistics for the 1988-89 fiscal year on that program 

Primary Substance Abuse Problem Upon Aamlssion 



Substance 

None 

Alcohol 

Heroin 

Other Opiates 

Tranquilizers 

Amphetamines 

Cocaine 

Crack Cocane 

Manjuana/Hashish 

Missing Observations 

Totals 



Frequency 
1 

61 
92 
18 

1 

2 
171 
289 
14 
_2 

651 



Percentage 

0.2% 
9.4% 

14.1% 
2,8% 
02% 
0 3% 

26.3% 

44 4% 
22% 

J12% 

100 0% 



Age Upon Admission 



18-20 
21 - 25 
26-29 
30-39 
40-54 

Missing Obsen/ations 
Totals 



Frequency 

21 
170 
185 
248 
7 
_2 

651 



Percentage 

32% 
26 1% 
28 4% 
38 1% 

3 8% 
■Q.3% 

100 0% 



Race 



White 
Black 
Hispanic 

Unknown/Refused 
Missing Observations 



Fregggncy 

70 
573 
2 
4 
_2 



Percentag e 

10 8% 
88 0% 
0 3% 
0 6% 
0.3 % 



Totals 



651 



100 0% 



.i i 
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Chairman Miller. Thank you. I think what we might do is, if 
members have questions specifically of Joan, they ought to ask 
them so that she will be able to keep her other parts of her sched- 
ule. 

This is a rather ambitious program that you outline and I com- 
mend you for it. Oue of the items that you have mentioned, and I 
do not know if you can elaborate on it a little bit more, but in our 
discussions with people in putting together this series of hearings, 
and as some people have already testified, have constantly testified 
to the fact that drug treatment and prenatal care kind of mic^ed 
one another in the system, that they may even be in the same 
building, the same hospital or certainly potential clients are 
moving through this system, but there just is not that kind of dis> 
cussion or coordination taking place, and as a result of that, we are 
missing a rather significant opportunity to get ahold of these 
women at a time when there is some evidence suggesting that they 
are more amenable to this kind of chanf e. 

I just wondered if you might elaborate a little bit on what you 
are doing. 

Ms. Walker. Well that is really the basis of the sentinel system 
that I referred to in the testimony. This is a system which will, 
rather than Protective Service being the point of entry for a lot cf 
these women who are identified substance-abusing pregnan. 
women, the point of entry will really be through the public health 
system who will provide the kind of supports that you are referring 
to and can do a comprehensive assessment in terms of additional 
needed services. 

Additionally, the Department of Public Health and our office 
have reccrgnized the importance of the two of us merging our pro- 
gramming far more than we have in the past. 

So that is really the cornerstone of the sentinel system. 

Chairman Miller. Am I to assume also that the message you are 
sending to this table is that Medicaid is somewhat of an impedi 
ment in that they will only deal with intensive detox but they will 
not allow you to do these auxiliar> support services, in terms of re- 
imbursement? 

Ms. Walker. Exactly. What we are hoping to do with our state 
Medicaid office is we are doing some trading of dollars. Currently 
we have had a state Medicaid program where we have included 
some residential services in our coverage, but we are now indicat- 
ing— v^e are sort of taking those dollars and saying if we can get 
federal financial participation in the out-patient and intensive day 
trcatiuent programs, we are willing to fund this residential only 
out of state dollars when it is appropriate. So it is a switching of 
dollars, but in essence we are feeling that we can provide services 
to far more people, and appropriate service. The intention was not 
a cost-saving intention in doing this. We truly believed that there 
are a lot of people that are denied appropriate interventions be- 
cause of the way the financial reimbursements are set up. 

Chairman Miller. Congressman Levin. 

Mr. Levin. Just a bit more on that before you leave, your refer- 
ence to revising substance abuse coverage. The state is now using 
the Medicaid coverage to its limits? In other words, the federal 
guidelines for Medicaid provide for reimbursement up to a certain 
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point. Some states do not utilize the Medicaid reimbursement up to 
the limit. 
Ms. Walker. Ch, yes. 

Mr. Levin. In this area in Michigan there is utilization of Medic- 
aid as fully as possible relating to drug addiction? 

Ms. Walker. Right, but only in hospital-based settings for life- 
threatening situations. 

Mr. Levin. That is the federal regulation? 

Ms. Walker. Right. 

Mr. Levin. In Michigan it is being utilized as fully as possible. 
Ms. Walxer. That is correct, yes. 

Mr. Levin. So when you are talking about revising Medicaid sub- 
stance abuse coverage, there is not any way for Michigan to actual 
ly revise it unilaterally, you are talking, as you said, about trading 
off 

Ms. Walker. Well this is through a waiver, we are getti.ig a 
waiver. 
Mr. Levin. I see. 

Ms. Walker. It is not in the federal regulations, as I understand 
it, but there are ways to obtain waivers and we have gotten the 
support from our state Medicaid office to seek this waiver from the 
feds. But it is a long process and if the federal policy differed on 
this issue, it would certainly assist states considerably. We have 
been working on thii for about eight-nine months. 

Mr. Levin. Thank you. 

Chairman Miller. Congressman Hoiloway. 

Mr. Hollo WAY. In our interviewing witnesses for this hearing, 
staff has told me that there was money up in Lansing, because of 
excess regulation, some of the grassroots people do not seem to be 
able to receive that money. Can you tell us a little bit more ebout 
that? Is there money at Lansing or 

Ms. Walker. Well we have a system where the state agency 
pasGcS dollars through to 18 coordinating agencies around the state 
who are responsible for the identification of needs in that area 
through a public hearing process and so forth. So that I ar:* .*?ure 
there are many groups— of the 700 substance abuse prevention and 
treatment agencies who are licensed by our office, only about 300 
of those receive funding, so there are a lot of people out there I am 
sure who are not part of the provider network that is being funded, 
but I think we will have to have many, many, many more dollars 
for us to be able to assure all providers are being funded for their 
services. 

So without knowing a little bit more about what the compJaint 
was, it is hard to address that. 

Mr. Hollow ay. I want to go back just a minute to what Con- 
gressman Levin was speaking about, since Medicaid is a state run 
program. 

Are you basically telling us that you are handicapped somewhat 
or that you need federal mandates or regulations, to ease restric- 
tive plicies— I mean you could change them at the state level, but 
it is very difficult, am I right? 

Ms. Walker. It is a lengthy process and we have to work with 
the feds to do that around this waiver process. It seems to me that 
substance abuse is really a very serious problem before us aiid if 
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the policy at the federal level cannot demonstrate support towards 
helping states address that problem in t< . ms of recognizing it as a 
medical problem that needs some assistance in terms of coverage 
for out-patient, day treatment, residential and hospital-based care, 
it is like we hear a lot of verbiage coming from Washington in 
terms of being concerned and interested in the problem, but what I 
am saying is I think you have some policies in Washington that in- 
hibit and make it difficult for states to do what you would like us 
to. 

Mr Hollow AY. Are you hopeful or do you see possibilities of 
changers? I think the nation varies a whole lot. I am sure there are 
a whole lot of differences in different regions, I know there are in 
my district. It is hard for me to completely relate to this h ring in 
Detroit because my district is basically rural. Even though there 
are drug problems throughout the nation and there are drug prob- 
lems in my district, I do not see a large crack problem in talking to 
the hospitals in my district. They do not seem to have the problems 
there that the inner-city does. Are you hopeful that there is change 
that will happen at the state level, or is it going to just absolutely 
have to come from the federal government? 

Ms. Walker. Well I think if the federal government can make 
some policy decisions that support states in being able to deal with 
the substance abuse problems in the states, I think it will be a tre- 
mendous help. What I am saying is I have appreciated, first of all, 
our state lending an intei:ested ear towards this problem and work- 
ing with us in terms of working with the federal government 
around this waiver, bO that we can do some creative things here. I 
think we can do it here in Michigan through a waiver, I am saying 
that the waiver process is arduous and it takes a lot of time and 
that is a barrier. And if you can assist us at the federal level in 
removing that, it would be of assistance really across the country. 

Mr. Hollow AY. Thank you. 

Mr. DuRBiN. The Chairman said that I was to follow Mr. 
Holloway here. I find it interesting when it comeb to Medicaid that 
we occasionally at the federal level create incentives for states to 
move forward in areas where they have not shown the initiative on 
their own, particularly in areas like prenatal care and the coverage 
for poor women and poor families. It seems to me that our incen- 
tive that we are offering the state is we will provide money if you 
will cover certain people, we will provide our 50 percent share. And 
although that provides pressure on governors who might not other- 
wise want to move in that area, it is still generally a voluntary de- 
cision on their part ai> to whether they will extend the program or 
how they will extend it. There are other areas where we just posi- 
tively mandate it, &ay you will cover a certain amount and be pre- 
pared to pay for it And in those instances, many governors scream 
bloody murder, that we are in fact mandating programs that cost 
them dearly in terms of their state resources, that they might not 
choose to fund if they v/ere on their own. 

Where are you coming down on this? Are you suggesting a per- 
missive approach to it, to allow states to do this, as the best first 
step? 

Ms Walker. You mean would I recommend it be a mandated or 
an optional benefit at the state level? Well I have not spoken with 
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our governor about this, so I am winging it a bit, but I would say 
that our governor is very concerned and interested in this problem 
and I am speaking for mj^elf now and I would say that I think he 
would be interested in looking at this as a mandated benefit. Now I 
will need to touch base on that issue, but clearly in Michigan we 
are moving in that direction anyway, so I would have to assume 
that he is supportive of that direction a:*d would not be one of the 
governors raising that as an objection. I know what you are saying 
though, when the feds mandate certain coverage that is problemat-^ 
ic in other states. 

Mr. DuRBiN. And expensive. 

Ms. Walker. Yes. 

Mr. DuRBiN. Regardless of the merits, it is just a question of the 
philosophy, the governors would like to make their own decisions 
and use the federal money as they see fit, and we of course would 
like to make sure it is spent in certain directions. 

Ms. Walker. I guess I would also say I think it is going to be 
more expensive not to do this. 

Mr. DuRBiN. I agree with that. I think we are in a state of pure 
anarchy here with the chairman gone, but I thank you for joining 
us and maybe we ought to proceed with the witnesses. 

Should I assume the responsibility here? 

Mr. HoLLOWAY. I do not think I am allowed to. 

Mr. DuRBiN. I believe Dr. Marilyn Poland is next. 

STATEMENT OF DR. MARILYN L. POLAND^ ASSOCIATE PROFESSOR, 
DEPARTMENT OF OBSTETRICS AND GYNECOLOGY, WAYNE 
STATE UNIVERSITY MEDICAL SCHOOL. DETROIT, MI 

Dr. Poland. I would like to thank you for the chance to testify 
before your committee. 

I am a medical anthropologist in the OB-GYN Department at 
Wayne State University and here at Hutzel Hospital. For the past 
seven years, I have been conducting surveys of high risk, low 
income pregnant women to find out why many do not receive ade- 
quate amounts of high-quality prenatal care and why so many have 
low birth A^eight babies. One of our surveys examined over,SOO 
women in five hospitals in Detroit and Wayne County, Michigan. 
We interviewed these women at length two to five days after they 
gave birth- This was not a random sample and the numbers and 
percentages do not represent all pregnant women. We chose only 
women who had received little or no prenatal care or had received 
care in publicly-funded clinics. Fifty-eight percent of the women 
were black, 42 percent were white. For the purposes of this hear- 
ing, I will present two conclusions from the survey. 

The first is that there are adverse effects of substance use on 
seeking prenatal care and on birth weight. JThe second is that preg- 
nancy presents a unique chance for »is to alter the effects of sub- 
stance use on the infant and on the mother as ^yell. 

First, we examined the effects of chemical de, jndency on prena- 
tal care and birth weight. For this analysis, we diviaed the 600 
women into four groups; those who were not chemically dependent, 
those addicted to cigarettes only, those who used small amounts of 
alcohol or drugs and those dependent on moderate to large 
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amounts of drugs or alcohol. Many women in the last two groups 
also used cigarettes. 

One of our major findings was that chemical dependency in- 
creased the risk of having a low birth weight infant. While less 
than 13 percent of the babies in the group who were not chemically 
dependent were low birth weight, or less than 5.5 pounds, 31 per- 
cent of the babies born to mothers who used moderate to heavy 
amounts of drugs and alcohol were low birth weight. The odds of 
having a low birth weight infant for a woman who uses moderate 
to large amounts of drugs or alcohol is more than three times that 
of a woman who uses no substances. 

Other factors as well were linked with chemical dependency. 
Women who were more severely chemically dependent gained less 
weight over pregnancy and deJivered on average one and one half 
weefes earlier. 

Overall, 18 percent of the women in the survey planned this 
pregnancy. Only eight percent of the heavy substance users 
planned to become pregnant Initially 76 percent of the heavy user 
group did not want the pregnancy, although by delivery 94 percent 
wanted their babies. One corollary of the combination of chemical 
dependency, the stressors they encountered and the unplanned and 
unwanted pregnancy was a significantly higher prevalence of de- 
pression in these women and a lack of hope about their future. 

There was also a correlation between degree of chemical depend- 
ency and the amount and quality of prenatal care women received. 
Chemically dependent women received less care and were more 
likely to seek care at emergency rooms and walk-in clinics, most of 
which are not equipped to provide prenatal care. Thus, those at 
greatest risk of having a low birth weight infant received the least 
medical attention. This is contrary to public health practice. There 
were several reasons for this paradox. 

First, 20 percent of the women in the highest substance use 
group sought no prenatal care at all The reasons they gave includ- 
ed not waiitiug the pregnancy and therefore not viewing medical 
care as important, and fear of a discovery of their chemicaJ depend- 
ency by medical professionals. One woman's attitude was typical, 
''They think I am not human because I am a drug user", she said. 
^ Many had problems finding a physician or a clinic that would see 
them They used emergency rooms and waik-in clinics because they 
could be seen by a doctor without having to disclose their chemical 
dependency or because it was the only place they felt that would 
not turn them away. 

Thus, chemical dependency during pregnancy is linked with de- 
pression, isolation from health institutions established to help and 
it produces smaller babies. 

The second question we asked concerns the effects of pregnarcy 
on chemical dependency. 

We found, as have others, that pregnancy has a dramatic effect 
on reducing substance use 1 many women. Before pregnancy, 53 
percent of the women smoked one or more cigarettes a day. During 
pregnancy, 11 percent of thp women who smoked stopped and an 
additional 10 percent reduced their amount of smoking. Forty-nine 
percent of the sample had from one to 56 drinks a wt^k jofoz^ 
pregnancy. By the last three montlis of pregnancy, only 17 percent 



35 



used alcohol and of these most had reduced the amount of con 
sumption. Before pregnancy, 33 percent of the women used street 
drugs, during pregnancy 16 percent leported using drugs. However, 
for those 16 percent, mary reduced the amount of drugs or used 
drugs they felt would be less harmful to the fetus. 

This reduction in substance abase occurred for two reasons. 
First, many of our mothers were concerned about the health of 
their babies. As one woman said, '^I co ild abuse myself, but not my 
baby.'' Second, there was continuous concern aad pressure from 
family, friends and professionals to re^^uce the use of alcohol and 
drugs. One woman, whose boyfriend was a drug dealer, was pres- 
sured by him to reduce her crack cocaine habit, so ''his'* baby 
would be born healthy. 

Thus, pregnancy and concern for the fetus prompts many women 
to reduce or discontinue use of cigarettes, alcohol and illicit drugs 
by personal means. Some of the women are also prompted by preg 
nancy to aeek treatment for drug addiction. For the 70 women in 
the heavy substance use group, 64 percent used illicit drugs. Thir- 
teen percent of these women reduced drug use on their own. 
Thirty -five percent sought treatment at Eleonore Hutzel Recovery 
Center. Two women who registered for therapy were unable to 
complete the three preliminary visits required for entry. As o 3 
woman described it, ''My drug habit was just too strong.*' Most of 
the others who did not enter treatment were discouraged by the 
long wait for an initial appointment and two women did not want 
methadone treatment as they believed it was more harmful to 
their babies than heroin. 

We and other researchers have documented the serious effects of 
chemical dependency, especially alcohol and illicit drugs, on seek- 
ing pronatal care and on birth weight. We ha\e also found that 
most chemically dependent women are concerned for their babies 
and motivated to reduce their use of harmful substances and to 
seek therapy. 

While chemical dependency during pregnancy is certainly a trag 
edy, it affords us an chance to reach some of the victims. I order to 
do this, we need more accessible prenatal care and drug treatment 
programs uniquely suited to the needs of this disadvantaged popu 
lation. It is not enough to merely expand drug treatment programs. 
We also need to make prenatal cara clinics more accessible than 
walk-in clinics and emergency rooms. This will allow us to identify 
women in need of drug treatment and encourage their enrollment 
in treatment programs that do not end with delivery. Such linked 
prenatal care and substance abuse programs are not only impor- 
tant for the mother and child, but for her future children as well. 

Chairman Miller. Thank you, 

[Prepared statement of Marilyn Poland, Ph D., R.N., follows,] 
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Prepared Statement op Marilyn L. Poland, Ph.D., R,N,. Joel Acer, Ph D De- 
partment Of Obstetrics/Gvnecology. Wayne StaTE University Medical 
School, Dsihorr, MI 

I would Ilk* to thank you for th« opportunity to testify b«fore thl« 
COUDi t 1 

I Att c it«dlcAl Anthropologist In the Departaent of Obstetrics and 
'Jyi^ecology at tfayi>e State University and here at Hutzel Hospital, For the 
past seven years. I have conducted surveys c-f high risk, low lncoa«, prlaartly 
Bedlcatd eligible pregnant voaen. In Detroit and Its surrounding county to 
Identify reasons why woseen do not receive adequate saounts of high quality 
preiMtal care, and why so nany have low birch w«lght babies One of our 
surveys exaalncd over six hundred woaen In five hospitals In Detroit and Wayne 
County, Michigan Ue Interviewed these woa^an at length two to five days after 
they gave birth This was NOT a randoa saaple and the nuabers and percentages 
do not represent all pregoant voacn Ve chose only woaen who had received 
little or no prenatal care o' had trtelved care In publlcally-funded clinics 
Fifty eight percent of the woaen were black and forty -two percent wrre white 
For the purposes of this hearing, I will present two conclusions froa this 
survey The first Is that there are adverse effects of substa use on 
pregnancy, prenatal csre and blrthwelght The second Is that pregnancy 
presents fi unique opportunity for us to alter the effects of substance use on 
the Infant and on the aother as well I will begin by describing the adverse 
effects and then discuss the unique opportunity pregnancy affords us 

First, we e^«alned the effects of cheaical dependency on pregnancy, 
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prtnaCal car*, and blrChweighC. For Chit anAl>*l<, we divided the six hundred 
woa«n into four groups chose who were noc chealCAlly dependenC, Chcse 
addicCed to clgereCCes oitly, chose who used sMkll 4kaounCs ot alcohol or drugs, 
snd chose dependenC on aodersCe Co Isrge &aount« of drugs or alcohol Heny 
wonen in Che IssC Cvo groups also used cignreCCes 

One of our DaJoK findings vss Chat cit«.«.iic«I dependency increased Che 
risk of having a low birChweight infant While less than chirCeen percenC of 
bubifls l'* Chs group who were noc cheaically dependent were low birth weighc 
(or less Chan 5H pounds), thirty 9 Po porcent of Che babies born Co aothers who 
used moderate Co heavy aaounts of drugs and alcohol were low birth weight 
The odds cf having a lov-birth weight infant i a woaa*! who uses soderate to 
large aaounts of drugs o» ohol is acre than three tines that of a woaan who 
uses no substances Other factors es well weie associated with chenical 
dependency. Woaen who were aore severely cheaically dep. ndent , gained 
significantly less weight pv«r pregnancy, and delivered, on average, Ih weeks 
earlier There was also considerably »ore stress in their lives They aoved' 
iMore often- -an average of six Ciaes during pi egnancy- al though only three 
percent were hoa^less st the tiae of the im ..view They have a harder tine 
finding safe housing, paying the rent and utilities and they receive less 
caotional and tangible supporC froa Che baby's father, their fanily, ar4d 
friends They are acre ikely to be physically abused by their aal^ partner 
Overall, eighteen percenC of iSe woaen in tie survpy pln.inoi! this pregnancy 
Only elghC pcrcenC of Che heavy subsCance users planned to becoae pregnrtnt 
Initially, seventy 5lx percenC of Che heavy user group did not wanC Che 
pregnancy, al Chough by delivery, nine Cy- four percent wanned Cheir babies One 
correlary of Che coabinaCion of cheaical dependency, tht^ stressor's rhey 
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encounterfid, and the unplann»d/unwanc«d pregnancy, was a significantly higher 
prevalence of depression In theae woMn and e leek of hope about the fut'^re 
Fewer of these woaen felt their babies would bring any happiness to their 
faalUes * 

There was also a significant correlation between degree of chealcal 
dependency and the aaount «nd quality of prenatal care the voseti tec«lved 
Uoo«n not chealcally dependant received more prenatal care at high quality 
public hoalth and hospital clinics Chealcelly dependent wosen, by contrast, 
received l«ss cere, end were »ore likely to obtain euch of that care at 
ea«rgency rooaa and walk In clinics, aost uf which are not equipped to provide 
prcnatAl care Thus, those at greatest risk of having a low birth weight 
Infant received the least a«dlcal attention This Is contrary to public 
health practice There were several reason* for this paradox First, twenty 
peicent of the voo^n In the hlghost substance use group sought no prenatal 
care at all The reasons they gave Included not wanting the pregnancy and 
therefore not viewing sedlcal care sa Important, fear of the discovery of 
their chdtalcal dependency by nedical professionals, and negative experiences 
with unsyspathetlc health and social service personnel One woaan's attitude 
was typical. "Tt.ey think I 'a not huaan because I 'a a drug uder', she said 
This group of voa«n also suspected they were prognant auch later In pregnancy 
than the othnrs and therefore entered care later In addition, aany haci 
probleas finding a physician or a clinic that would see then Hany used the 
eaergency rooms «nd walk In clinics bee ause they coul d be seen by a doc tor 
without hsvlng to disclose their chealcal dependency or because It was the 
only place they felt that would not turn then away 

Finally, I want to aentlon ths.t ve did not find any differences &Bong 
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the four S'^^'uP* woa«n In educ«Clo^ or th* Aitount of health Insurance they 
hed Thus, thaac factora dl<S not contribute to their aaount of prenetel care 
or to blrthwelght There were Cvo differences by racial/ethnic background 
White woaen were slgnlf leant ly aore likely to swoke during pie^jnancy and black 
wocten had lower Incoses 

urns, chenical dependency during pregnancy la asaoclated with a 
atressful lifestyle, depression, Isolation fron faolly, frler^ji. and health 
Inatltutlona oatabllahed to help woaen, aa wall aa producing aoaller bebles 

The second question we esked concerned the effects 0/ pregnancy on 
chealcal dependency. 

We found, aa have others, that pregnancy haa a dranatU effect on 
reducing substence use Before pregnane), fifty-three percent of the wonen 
stsoked one or »ore cigarettes per day. During pregnsncy, el* percent of 
the woaen wbo snoVed, itopped. and an additional ten percent reduced their 
amount of seeking Forty-nine percent of the sanple had fioa one to fifty six 
drinks a week before pregnancy By the last three aonths of pregnancy, only 
seventeen percent used alcohol and of these, sost had ^educed the aaount of 
consu&ptlon Befote pregnancy, thirty- three percent of the women h. eser 
used street drugs During pregnancy, sixteen percent continu.^d to use drugs 
However, for those sixreen percent, oan** reduced the aaount of I'rugs, or used 
drugs they felt would be less hsraful to the fetus 

7>jIs reduction In substAnre use occurred for two ic.isons Fixst. aany 
of our notbcrs vere concerned abou> the health of their b/ible^ As on» woaan 
said. "1 could abxise ayself buv not ny baby " Second, there was cent xmious 
concern and pressure froa faally, fri»»nds, ant? ^>rofessionals to reduce the jse 
of alcohol and dnigs One woasn, whose boyf i trnd was a drug dealer, was 
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pr«*aurad by hla to raduca har crack cocaine habit so •hla" baby would be born 
healthy 

Thu», pregnancy end concern for the fetua proapta oeny vonen to reduce 
or discontinue uae of clgerettea, alcohol, and Illicit drjga by personal 
aaans Soae of the voaen are alao proapted by pregnancy to seek Creata.)nt for 
drug addiction For th» a>wv»i.v;r woaen In tha heavy substance use group, 
sixty-four percent used Illicit drugs. Thirteen percent of these voaen 
reduced drug use on their own. Thirty-five percent sought treataent at 
Eleonora Hutrel Recovery Center Of these thirty- five percent, one-half 
continued In therapy until delivery Tvo voaen who registered for therapy 
ware unable to conplata the three prellalnary visits rcqulr-^d for entry Into 
the prograa As one voaen described It, 'ay drug habit vas too strong • Most 
of the others who did not ent^r treataent were discouraged by the long valt 
f r an Initial appolntaent, and tvo voaen did not vant aethadone treataent as 
they believed It was core harwful to their babies than heroin 

We and other researchers h&ve docuaented the serious effects of chfalcal 
dependency, especially alcohol and Illicit dr\:gs, on pregnancy, on prc^t^l 
care, and on blrthvelght Ve have also found that oost chealcally dependent 
woaen are concerned for Ir babies and sotlv^ted to reduce their use of 
haraful substances and to seek therapy 

While rhealcal dependency during pregnancy Is certainly a "ragedy. It 
afforda us an opportunity to reacli soae of the vie t las In order to do this, 
we need aore accessible prenatal care and drug treataent profraas uniquely 
suited to the needs of this disadvantaged population jt la not enough to 
merely expand drug treataent projraas We need to uake prenatal care clinics 
aore accessible than valk-ln clinics snd eaergency rooqs This vlll allov us 
to Identify woaen In need of chealcally dependent treataent and encourage 
their enrol laent In treataent prograas that do not end with delivery Such 
linked prenatal care and substance i buse prograas are not only Inportant for 
the aether and child, but for hsr future children aa well 
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STATEMENT OF WILLIAM T. ATKINS, DIRECTOR, ILLINOIS DE- 
PARTMENT OF ALCOHOLISM AND SUBSTANCE ABUSE, ACOM- 
PANIED BY WILLIAM G. HALL, ASSOCIATE DIRECTOR, ILLI- 
NOIS DEPARTMENT OF ALCOHOLISM AND SUBSTANCE ABUSE, 
DETROIT, MI 

Mr. iVrKiNS. Chairman Miller, diatinguished members of the 
select ccmmittee, I want to thank you for providing the opportuni- 
ty to spe^k with you today. I am Bill Atkins, the Director of the 
Department of Alcoholism and Substance Abuse. We are the single 
state authority charged with the development and implementation 
of all Suostance abuse treatment and prevention programs in Illi- 
nois. 

No issue ifi more important to me than the prevention of drug 
and alcohol exposure to unborn babies and thus services for their 
pregnant mothers and other child-bearing age women. And I agree 
that incarceration is not the correct approach. We have been work- 
ing for more than two years with Governor James Thompson, Illi 
nois' legislature and our sister agencies, to develop a comprehen- 
sive continuum of care for these women. 

I want to thank the select committee and the U.S. Congress for 
its concern about this problem and its support for the development 
of special services through the increased funding of the alcohol, 
drug and mental health block grants. Without that funding and 
without Governor Thompson's drug free Illinois initiative, none of 
what I am about to describe would have been possible. 

I am proud too of the continuum of care for child-bearing age 
women, the pregnant woman and the post part um woman that we 
are building in Illinois. From primary prevention through intensive 
residential services. 

It is working because of the leadership from the top, from the 
Grovernor and his human service agency directors. And it works be- 
cause it recruits women from all referral sources and through oar 
own aggressive outreach programs. 

We know it works because we have outcome evaluations that 
verify that. 

Two early demonstration projects funded by the Department de 
serve special mention. They have provided the model and t\>^ direc 
tion for our current efforts. 

Both are three-year demonstration projects which considered the 
use of a combinatiors of treatment and parenting support in a 
therapeutic environment where children can stay with their moth 
ers. 

One program in rural down-state Illinois, which can take four 
families at a time, hai? a success rate of 79 percent. Of the 15 
women who completed the program during the evaluation, all are 
sober, all have jobs or are in college and 23 of their 24 children are 
permanently in the mother^s custody. Many of these women had a 
life-long history of substauce abuse treatment failures in male 
dominated settings. 

The other site, drawing clients from Chicago and its suburbs, has 
experienced similar gratifying results. Eighty-one percent of those 
completing the program are aoing well, which means 63 women in 
three years have stayed sober, have their children and are produc- 
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tive citizea3. As you might suspect, many of these women were 
pubhc aid recipients prior to this. 

The treatinent orograms I describe are not just beneficial for the 
chent. For example, our research has shown a dramatic savings in 
medical expenditures simply by treating alcoholism and other drug 
abr^. 

We found several years ago in a two-year study of Medicaid cli- 
ents, using a matched control group, that Illinois saved half a mil- 
lion dollars in medical costs for only 176 clients, The lower costs 
cohtmued through the life of the study. The clients and other mem- 
bers of the family used fewer medical services. The cost of treat- 
ment through the community-based DASA funded system, was one- 
third the cost of similar care in hospitals, which has provided addi- 
tional savings over the half a million dollars. 

In Illinois today, as a result of that study, substance abuse serv- 
ices to Medicaid eligible women are reimbursed to community- 
based agencies, except residential services which are not collecting 
federal reimbursement because HCFA, the Health Care Financing 
Administration, still declares them institutes for mental diseases, 
which means they are ineligible for reimbursement. 

Let me briefly describe the elements of the continuum of services 
available to pregnant and post-partum women in Illinois. 

Much of our prevention effort is centered around a program 
called Drug Free Families with a Future", which is our name for 
the integration of the infant mortality network and the drug and 
alcohol treatment and prevention system. We have placed more 
than 20 prevention specialists in high-risk communities throughout 
nimois this year. The role of these specialists is to engage social 
and h^tb care workers in the ''Drug Free Families with a 
Future'' networks and their clients, concentrating on two major 
strategies; namely, information and public education on alcohol 
and other dnig use and skills-building and community training. 

DASA's prevention specialists are assisting ''Families with a 
Future providers in developing and enhancing a detailed work 
plan. The overall focus is that alcohol and other drugs are harmful 
to potential parents, the fetus and to growing children. This public 
education plan is modeled after a project called I-PASS, a well- 
evaluated perinatal addiction public education campaign targeting 
pregnant women under 20 years of age in Chicago's Grand Boule- 
vard area. 

These "Drug Free Family" sites will be specifically targeted with 
m-depth skills building training. There are three specific typei of 
trainmg which we are offering: 

Baseline training, which provides a complete experiential basis 
for understanding alcohol and other drugs and their effects on the 
familv; 

In-depth skills building training on parenting, using ''Preparing 
for the drug-free years'", ''Effective black parenting" and "Los 
Nmos which is designed for the Hispanic community; 

Intervention training of one to two days to learn assessment and 
referral practices. 

Training takes place in the following settings in the community. 

Each social service agency that feeds into the site; 

Cliurches located at each site; 
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Each school building in the target areas; 

And businesses located within each community area. 

The "Drug Free Families with a Future" programs also serve as 
a referral source for the next step in our continuum, integrated 
family intervention teams, or as we call them, IFIT. The goal of 
IFIT is simple, get the mother sober and clean, get her to deliver a 
healthy drug-free baby and keep her family together. The core of 
the teams are outreach workers and case managers. 

Outreach workers find pregnant women and new mothers by 
doing grassroots outreach. They visit jails, clinics, laundromats, et 
cetera, or they get referrals from child welfare agencies, churches 
and other local institutions. They track the mothers and provide 
transportation and other support services as needed. 

The case managers provide linkage to traditional community pra 
viders and state agenc> personnel, child welfare, public aid, public 
health and vocational rehabilitation. Each agen,^y contributes staff 
to the IFIT team to help develop a plan for the young mother. Be- 
sides substance abuse services, she may require prenatal and post 
natal care, housing, parenting skills, job training, et cetera. 

Eligibility continues until the mother is one year old or until the 
mother is free of drugs and alcohol— I am sorry, until the baby is 
one year old and the mother is free of drugs and alcohol. Babies 
can also be refened for developmental services if needed. Follow-up 
services help the mother stay clean and ensure that her baby re- 
ceives whatever health and developmental services are required. 

Earlier I mentioned the importance of cooperative efforts among 
sister agencies in Illinois whv> are concerned about substance abuse 
among women. One fine example of this bort of cooperation is 
*Troject Safe", a program jointly developed by the Department of 
Alcoholism and Substance Abuse and the Department of Children 
and Family Services. 

This award-winning/ nationally recognized program combines in- 
tensive out-patient treatment with parent training for mothers 
found to be neglectful by IXJFS. I'hese two service elements are 
supported by outreach workers who provide frequent assistance to 
clients in their homes. Women participate in special groups which 
focus on women's issues and the> attend self help meetings regular- 
ly 

The model is designed to achieve specific, measurable changes in 
the mothers' functioning and parenting behavior. 

Evaluation of this project shows a significant decrease in the 
abuse of alcohol and other drugs, improved attitudes toward recov 
ery from addiction, significant reductions in anxiety. And the pro- 
gram has experienced a family reunification rate of 51 percent 
compared to either 29.6 percent in a control group of substance- 
abusing women or 40 percent in a control group of non-using 
women. And an 80 percent treatment completion rate compared 
with 40 percent in the typical setting. 

In concluding my remarks, I would like to briefly tell you about 
three special projects underway in Illinois which will provide the 
entire continuum of care ^jr substance-abusing pregnant women 
with their children. The continuum ranges in scope from social set 
ting detox to halfway house and out-patient programs 
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As I mentioned earlier, there are many problems associated with 
the treatment of this population, some clinical and some logistical, 
primarily because of the existing children and the need to provide 
care for them, a problem which often complicates the task. That 
task, of course, is to assist with recovery of the mother, the protec- 
tion of the fetus and the preservation of the family. 

First is a new women's treatment center in Chicago being devel- 
oped in a defaulted west side community hospital, to provide serv- 
ices for addicted pregnant women with their children from 
throughout Illinois, offering a full continuum of treatment: 

Medical detoxification; R^idential rehabilitation with capacity 
for children to stay with their mothers during treatment; Out-pa- 
tient treatmert; Intensive out-patient treatment; Halfway house 
and recovery home services; and Prevention and training services. 

Medical, social, remedial education and vocation support services 
will be delivered on-site through an array of inter-agency agree- 
ments at the state and local levels. 

Secondly, the Chicago Clergy Association has in the past two 
months opened a maternal addiction center to provide treatment 
ranging from social setting detox to long-term— depending on the 
length of the pregnancy— residential rehab for pregnant abusers fo- 
cusing on the needs of the woman and her unborn children. We 
have 19 beds for detoxification and 22 for residential rehabilitation. 

And third and finally, a joint project involving the Department 
of Alcoholism and Substance Abuse and the Department of Chil- 
dren and Family Services at the C/Olumbus/Maryville emergency 
receiving shelter for abiised and n^lscted children is to be expand- 
ed by 50 to 60 beds to accommodate postpartum women and their 
drug-exposed new-bom babies. In January of this year, Dlinois im- 
plemented a law that provides for the protection of any new-born 
with a controlled substance in its blood or urine. 

The focus of this program is on family preservation and on reha- 
bilitation of the postpartum female. The facility, currently under 
renovation, is being designed to accommodate mother and children 
together in a comprehensive rehabilitation program. 

The Depaitment of Alcoholism's primary role is to concentrate 
on the mother as a pregnant substance-abuse client and to inte- 
grate programs with DCFS and other human service agencies re- 
garding infante, siblings and families in general. 

With innovation and comprehensive programs like these, we are 
filling gaps which exist when it comes to the all important treat- 
ment needs of this very special population. 

Again, simply put, the ultimate goal for all of our prevention, 
intervention and treatment effcrte, especially regarding addicted 
pregnant women with children, is to help her deliver a healthy 
baby, get the mother clean, off of drugs and alcohol and keep her 
family together whenever that is possible and appropriate. 

Thank you very much. 

Chairman Miller. Thank you very much. 
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If we could ask you, Mr. Atkins, if you would move over one seat, 
wo can hear from Bi Reed. 

If Hutzel Hospital knew it was going to get all this attention it 
would have built a larger stage, but what the heck. 

Welcome to the committee and we look forward to your testimo- 
ny. 

[Prepared statement of William T. Atkins follows:] 




^9 



46 

Prepared Statement of Wiluam T Atkins, Director, Ilunois Department of 
Alcohousm and Substance Abuse, Detroit MI 

CHAIRMAN MILLER OlSTINGUIS'^ED MEMBERS Or THE COMMITTEE. THANK YOU 
FOR PROVIDING THE OPPORTUNITY TO SPEAK TO YOU TODAY.. I AM BILL 
ATKINS. PIRECTCR OF THE DEPARTMENT OF ALCOHOLISM AND SUBSTANCE ABUSE 
(DASA). WE ARE THE SINGLE STATE AUTHORITY CHARGED WITJ' -^HE DEVELOP- 
MENT AND IMPLEMENTATION OF Al.L SUBSTANCE ABUSE TREATMENT AND PREVEN- 
TION PROGRAMS IN ILLINOIS. 

NO ISSUE IS MORE IMPORTANT TO ME THAN THE PREVENTION OF DRUG AND AL- 
COHOL EXPOSURE TO UNBORN BABIES AND THUS SERVICES FOR THEIR PREGNANT 
MOTHERS AND OTHER CHILDBEARING AGE WOMEN. WE HAVE BEEN WORKING FOR 
MORE THAN TWO YEARS WITH GOVERNOR JAMES THOMPSON, ILLINOIS' LEGISLA- 
TORS AND OUR SISTER AGhNCIhS TO DEVELOP A COMPREHENSIVE CONTINUUM OF 
CARE FOR THESE WOMEN. 

I WANT TO THANK THE SELECT COMMITTEE AND THE U.S. CONGRESS FOR ITS 
CONCERN ABOUT THIS PROBLEM AND ITS SLPPORT FOR T.iE DEVELOPMENT Uh SPE- 
CIAL SERVICES THROLGH THE iNCKtAbbD i-UNDINC. THE AlCuHOL, DRUu AND 
MENTAL HEALTH BLuCK URANTh. WITHOUT THAT i-UNDING AND GOVERNOR FHOHP- 
SON'S DRUG FREt ILLINOIS I N I Tl AT I \ K . SONfc Ob WHAT I'M ABOUT TO DE- 
SCRIBE WOULD BE POSSIBLE. 

I'M PROUD TOO, ui- THE LUNTlMlM 01' CARt hOR tHILUBEARING AGE WOMAN, 
THE PREGNANT WUMEN . AND THE PuST FARTLM WOMAN THAT WE ARE BUILDING IN 
ILLINOIS f-ROM PRIMARY PRK.VENTIUN THROUGH INTENSIVE KESIDENTI\L 

SERVICES. 

ITS W()KKI\G HK Al Oh LhADKRSHIP S-ROM THt. ioF' -- J-ROM THK ^>OVFRKUK 
AND HUS HLMAS SFR\U'E AbhS' \ DIRFrTORb. AND IT '^ORKS DtrAUSt 11 
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RECRUITS WOMEN FROM ALL REFERJWL SOURCES, AND THROUGH OUR OWN AG- 
GRESSIVE OUTREACH PROGRAMS. 

WB KNOW IT WORKS BECAUSE WE HAVE OUTCOME EVALUATIONS THAT SA\ IT 
WORKS . 

TWO EARLY DEMONSTRATION PROJECTS FUNDED BY T»i" DEPARTMENT DESIP^E 
SPECIAL MENTION. THEY HAVE PROVIDED THE MODEL AND DIRF.CTION FOR UUR 
CURRENT EFFORTS. 

BOTH THREE-VEAR DEMONSTRATION PROJECTS WHIoH CONSIDKRtD IHE USt Uh A 
COMBINATION OF TREATMENT AND PARENTING SUPPORl IN A THERAPEUTIC 
ENVIRONMENT WHERE CHILDREN CAN STA\ WITH THEIR MOTHERS. 

ONE PROGRAM IN DOWNSTATE ILLINOIS WHICH CAN TAKE FUlR FAMILIES AT A 
TIME HAS A, 

o 79X SbCCtSS RATE 

o jt i){E lb WOMEN WHO COMPLETED THE PROGRAM DURING THE ^.ALIA- 

TiON, ALL ARE SODKR 

o ALL HA\E JOBS OR ARE IN t'oLLEGt 

o ^3 i^F "^HEIR 24 CHILDREN ARE PERMANENILV IN MOTHERS' elSTOD^ 

MANY UP FHESf UOMFS HAD V LUELUNO HISI(1R\ uh hlUSTXNTE xBl.sP t-AiUK^s 
IN MALE DOMISATEC' TREATMENT SETTINGS 
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THE OTHER SITE, DRAWING CLIENTS FRUM CHUAUO AND ITS SUBURBS, HAS 
EXPERIENCED SIMILAR GRATIFY ING RESULTS 



SIX OF THOSE COMPLETING THE PROGRAM ARE DOING WRLL. WHiCH 

MEANS 63 WOMEN IN THREE YEARS HAVE aTAYED bOBER. HAVE THEIR 

CHILDREN, AND ARE PRODUCTIVE ITI/.ENS, AS YOU MIGHT SUS- 
PECT. MANY OF THESE UOMEN WERE PUBLIC AID RECIPIENTS. 



THE TREATMENT RUGRAMb I DESCRIBE ARE NuT Jl'Sl BENEFICIAL rUR THE 
CLIENf, FOR EXAMi'LK, 0\ H RESKARCH HAb SHOWS A DRAMATIC SAVINGS IN 
MEDICAL EXPENDITlRES SlMi'L^ TREATINo ALLUHoLKb AND DRUG ABUSERS, 

WE I-OIND SEVERAL ^EARb AGO. iN A rv.t)-\tAK ^ll'D^ oi MEDICAID CLIENTS 
USISG A MATCH M) CONTROL GRvHF. THAT 



ILLlSOIb SAVFI) HALf- I I los 1H)1 I \Rb IS MFDIC\L t ObTS hOH 
OSL\ 1 ~8 t 1 I FNTb. 

HFDICM StRV It 

THE- > M> I ^'i- FHtAIMl-S! rHFU'U»H IHI li\->\ ^'i blFM U.\S 1 } 1H{ 

. osl >h M - ri I \Hi- [\ Ho^Vir\i\, Uhl'H PR^.UDn* \I»MriuS\l 



Do 




49 



IN ILLINOIS TODAY, AS A RESUT.T OF THAT STUDY SUBSTANCE ABUSE SERVICES 
TO MEDICAID ELIGIBLE WOMAN ARE REIMBURSED TO COMMUNITY BASED AGENCIES 
- EXCEPT RESIDENTIAL SERVICES WHICH ARE NOT COLLECTING FEDERAL REIM- 
BURSEMENT BECAUSE HCFA (HEALTH CARE FINANCING ADMINISTRATION) HAS 
DECLARED THEM IMD'S (INSTITUTES FOR MENTAL DISEASES) WHICH ARE INELI- 
GIBLE. 



LET ME BRIEFLY DESCRIBE ELEMENTS OF THE CONTIMUM OF SERVICES AVAIL- 
ABLE TO PREGNANT AND POST PARTUM WOMEN IN ILLINOIS: 

0 ER£y£iiijoy 

MUCH OF OUR PREVENTION EFFORT IS CENTERED AROUND A PROGRAM CALLED DRUG 
FREE FAMILIES WITH A FUTURE (OUR NAME FOR THE INTEGRATION DF THE 
INFANT MORTALITY NETWORK AND THE DRUG AND ALCOHOL TREATMENT & PRE- 
VENTION SYSTEM). WE HAVE PLACED MORE THAN TWENTY PREVENTION SPE- 
CIALISTS IN HIGH RISK COMMUNITIES THROUGHOUT ILLINOIS THIS ^EAR. THE 
ROLE OF THESE SPECIALISTS IS TC ENGAGE SOCIAL AND HEALTH cARE WORKERS 
IN THE VMQ fREE FAMILIES WtHLA^jJ^pj: NETWORKS MiV THEIR (.LIENTS, 
CONCENTRATING ON TWO MAJOR PREVENTION STRATEGIES. NAML-V 

o INFORMATION AND PUOLK EDUCATION (>N ALCOHOL AND OTHER DRUG 
USE, 

o bKIllS BUILDING AND COMMUNITY TRAINING. 



PAUSE : 
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DASA'S PREVENTION bPEt I Al I S FS AK t ASSISTING fAMUJLKS WUHA i-^jT^Rfc 
PROVIDERS IN DEVELOPING A..D tNMANlINli A DETAILED WORK PLAN, THE 
OVERALL FOCUS IS THAT ALCOHOL AND OTHER DKUOS ARE HARHFUL TO l>t»rfc.NriAl 
PARENTS THE hETUS AND GROW I No CHILDREN. THIS FuBI.IC EDJCATION PLAN 
IS MODELLED AFTER A PROJECT CALLED i-pA^^^. ^ WELL EVALUATED PERINATAL 
ADDICTIONS PUBLIC EDUCAriUN CAMPAIGN TAHvlETING PREGNANT WUMtN, INDER 
20-YEARS OLD, IN CHICAGO'S GRAND H01LE\ARD AREA 



THESE nnUC f-HEE FAHlL\ SlFhS Ulll BE .sPhClALL\ TAkGEThP WITH INDKPTH 
SKILLS BUILDING TRAINING THEHb AR^ rHRht bPFJ IFIC TYPES OF TRAINING 

o BASH 'Sf KAIMNU. UHUH PROMDI-b V ^ DMPUTh FXPKRUNClAl 
MAblS VOR I NDI-RSr\NDl\^. VUOHOl VND OTHPR DiU'GS AND THEIR 

I- ^^^cls us rni- f- vh 1 1 ^ 

v> ISi;Er'!M sKiLl.S iUIlMSO FKAlNiSu )N PAKhsriNc, ISING PKF - 

PARlSi. hOR rPK DHM, hRFF U.AR.S ' , KfhF^ri\t" BLAi. K PAKENTINo 
AND .(^S MSu^ IPEMGNFD hOH HlSi-\M.S). 

\M •^I-h'-RHAI PH\( I I( hs 
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o OHURCKES LOCATED AT EACH bITK, 

o EACH SCHOOL Bill DING IN THE TARGET AREAS 

o BUSINESSES LOCATED WITH IS EACH rOMSUSIT^ MiKA. 



THE DRUG FREE FAMILIES "tlTH A FITLRE PROGRAMS ALSO SERVE AS A REFERRAL 
SOLRCE FOR THE NEXT STEP LS OUR tONTINUUM - IN i ^ORATED FAMILY INTER- 
VENTION TEAMS IIFIT). THE GOAL OF iEJJ IS SIMPLE GET THE HOTHER 
SOSr.R AND/OR CLEAN, HEIP HER TO DElIVER A HtALTlH DRUG FREE bAB\ AND 
KEEP HER FAMILV TObETHER- THE CORE Ob THE TEAMS ARE i-'lTREACH WORKERS 
AND CASE MANAGERS 

OUTREACH WORKERS FIND PREGNANT WOMEN AM) NfW MuTHERS B\ UOlNu 
GPASSROOTS OUTREACH. THEY VISIT JAILS. iLINICS, UUNDROMATS, ETC. 
OR THEV GET REFERRALS ^ ROM CHILD WELt-ARE AGENtlEb, kHURCHES AND OTHFR 
LOCAL INSTITUTIUNS. THEY TRALK THE MuTHERb. AND PROVIDE FRANSpcRTA- 
TION AMD OTHER SUPPORT SERVICES AS NEEDED. 

THE CASE MANAUErtS PROVIDE THE I INK TO TRADITIONAL LOMMUMT\ PRUWDERS 
\ND 5.TATE AGENi. i PERSONNEL --lHILD WELFARE. PIBLK AID. PUHLU HEALTH 
AND vOi'ATlONAL KEHABI Li TM lOS EACH \GENC\ 'UNTRIBUrFS STAH- W THE 
IFJI TEAM ro HELP DEVELOP A PLAN FOR l-AlH U)l M. HUlHEK, BbSIU^S 
SCBSTANl e ABlSh oERUCES. SHE^A\ REQUIRE PRENATAL OR Pus I NAIM < \Hh , 
HOUSIN<;, PARENTING sKILLi^. oOP TRAIN! NO flf 
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ELIGIBILITY CONTINUES TILL THL BAB> IS ONE-^EAR OLD OR UNTIL THE 
MOTHER IS OFF DRUGS AND ALCOHOL. BABIKS CAN ALSO BE REFERRED FOR 
DEVELOPMENTAL SERVICES IF NEEDED. FULLO^-UP SERVICES HELP THE MOTHER 
STAY SOBER AND ENSURES THAT liER BABY RFaEIVES WHATEVER SERVICES ARE 
NEEDED. 

E*.Ri.IER I MENTIONED THE IMPORTANCE OF COOPERATIVE EFFORTS .AMONG SISIER 
AGENCIES IN ILLINOIS UHO ARE CONCERNED ABOl'T SUBSTANCE ABUSE AMONG 
WOMEN. ONE FINE EXAMPLE OK THIS SORT OF COOPERATION IS -- PS.OJECT 
SAFE , A PROGRAM JOINTLY DEVELOPED BY DAbA AND THE DEPARTMENT OF CHIL- 
DREN AND FAMILY SERVICES ( DCFS ) . 

THIS AWARD W I NS I NO/ NAT I UNALLY RhCOOMZED I'RiKlRAM OMBINES INTENSIVE 
OUTPATIENT ALCOHOLISM AND OTHER DRUG TRtATMfcNT. WITH PARENT TRAINING 
FOR MOTHERS FOUND TO BE NEGLECTFUL BY DCFS. THESE TWO SER\ ICE ELE- 
MENTS ARE SUPPORTED BY OUTREACH WORKERS uHO PROVIDE FREQUENT ASSIS- 
TANCE TO CLIENTS IS THEIR Hi>MES. WOMEN PARTICIPATE IN SPECIAL GROUPS 
WHICH FOCUS ON WOMEN'S ISSUES. AND THEY ATTEND SELP-HELP MEETINGS. 

THE MODEL IS DESIGNED TtJ AUUEVE SPFClMl, MEASL'RABLE CHANGES IN THE 
MOTliERS* FUNCTION IN*; AND PARENTING BEHAVIOR. 

THE EVALUATION OF THIS PROJECT SHOWS 

o SIGNIFICANT DECREASE IN ABUSE OF ALCOHOL AND OTHER hRUGS 
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O IMPROVED ATTITU1;K TOWARD RECOVERY FROM ADDICTION 
O ACHIEVED REDUCTIONS IN ANXIETY 

o EXPERIENCED A FAHILV REUNIFICATION RATK OF SIX i:OMPARED TO 
EITHER 29.6% < CONTROL GROUP OF SUBSTANCE ABUSING WOMEN) OR 
40% (CONTROL GROUP OF NON-USING WOMEN). 

o 80% TREATMENT COMPLETION RATE COMPARED WITH 40% IN t TYPKaL 
SETTING. 

IN CONCLUDING MY REMARKS, I'D LIKE TO BRIEFLY TKLL U)U ABOUT THREE 
SPECIAL PROJECTS UNDERWAY IN ILLINOIS WHICH WILL PROVIDE THE ENTIRE 
CONTINUUM OF CARE FOR SUBSTANCE ABUSING PREGNANT WgMEN WITH CHILDREN. 
THE CONTINUUM RANGES IN SCOPE FROM SOCIAL SETTING ETOX TO HALFWAY 
HOUSE AND OUTPATIENT PROGRAMS. 

AS I MENTIONED EARUER THERE ARE MANY PROBLEMS AI^SOCIATED WITH THE 
TREATMENT OF THIS POPULATION. SOMS CLINICAL AND SOME LOGISTICAL -- 
PRIMARILY BECAUSE OF "EXISTING CHILDREN" AND THE NSED TO PROVIDE CAHK 
FOR THEM A PROBLEM WHICH OFTEN COMPLICATES OUR TASK. AND THAT TASK 
OF COURSE. IS TO ASSIST WITH THE PROTECTION OF THE FETUS, THE RECOVERS 
OF THE MOTHER. AHD THE PRESERVATION OF THE FAMILY 
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NtW UOMEN - RtMlMtNI 'tNTtR IN - H I ' Aiu tUINC, LifVeLOPt[i IN 

ADDICTED FRFGNANT WOMEN WITH CHILDREN FROh niROUGHOUT ILLINOIS 
--OFPKRING THE FULL CONTINUUM OF TREATMENT, 

o MEDICAL DETOXIFICATION, 

o RESIDENTIAL REH^BILITATIUS WITH CAPACITY eOR CHILDREN TO 
STAY WITH THEIR MOTHERS DURINCi TREATMENT- 

o OUTPATIENT TREATMENT 

o INTENSIVE OUTPATIENT TREAfMEST, 

o HALFWAY HOl'SE AND RECOVERY HOME b^RMCES. 

o PREVENTION AND TRAIN ISO SERVICES, 

.> MEDUAL, SOCIAL. REMEDIAL EDUCATION AND VOCATICNAI SUPPORT 
SERVICES US- SITE I THRU AN ARRAY of INTERAGKNCV i .HEEMKNTS AT 
THE STATE AND LOCAL LEVELS.) 



THK CHICAGO iLKRCii ASSOCIATION'S M^S IN THE PAST TWO MONTHS 
OPENED A MATERNAL ADDICTIONS (.ENTER TtJ PROVIDE TREATMENT RANG!NCi 
FROM SOCIAL SKTTIN'O DETOX TO LONU TERM (DEPENDING ON LENGTH OF 
PREUNANi \ I REi»IDENTIAL REHAB TREATMENT FOR PREGNANT ABUSERS, 
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FOCUSING ON THE NEEDS OF THE WOMAN AND HER INBORN CHILD. 19 BEDS 
FOR DETOX AND 22 FOR RESIDENTIAL REHABILITATION. 

HI, A JOINT PROJECT INVOLVING DASA AND DCFS AT COLUMBtS/MARYVI LLE 
EMERGENCY RECEIVING SHELTER FOR ABUSKD AND NEuLECTED CHILDREN IS 
TO BE EXPANDED BY 50-60 BEDS THIS SUMMER TO ACCOMMODATE 
POST-PARTUM WOMEN AND THEIR DRUG EXPOSED NEW-BORN BABIES, IN 
JANUARY Of- THIS YEAR ILLINOIS IMPLEMENTED \ LAW THAT PROVIDES hOR 
THE PROTECTION OF ANY NEWBORN WITH A CONTROLLED SUBSTANCE IN ITS 
BLOOD OR URINE. 

THE FOCUS OF TP IS PROGRAM IS ON FAMILY FRKSfK.ATION AND HLHABIL- 
ITATION OF THE POSTPARTUM FEMALE. IHE FA(.ILIT^. CURRENTLY UNDEK 
RENOVATION IS BEING nS,SIGNED TO OMMODArt MOTHER ASH UULDRhN 
TOGETHER. 

DASA'S PRIMARY ROLF lb TO lONCt-SlhArh UN HoTHKK Ai) \ FKHiNAM 
SUBSTANCE ABUSE CLIFNT. AND U) l\TVA,Rf\TV pHooKAMb U,IH iKhS ^ 
REGARDING THE INhANT. SIBLINGS AND h AM I L\ IS (itNKhAl 

WITH INNOVATIVE AND 1. ,>MPKkH J- NS I V b PROOinHb llKt iHt^K. f- \Hi- H 1 1 I St, 
uAPS WHUH EXIST WHKN IT (OHhS lO THt \I 1 - i MPOK . AS I rKLATMhNl SFhDS oh 
fhiS VcRi SPrriAu POPtiAllO>i 

VGA IS -- SIMPLY PIT THK 5LTIMATF {»{)AI hOR \i; .[- > ■< k PKhVt-snoS. 

INTFB'hSTION AND rRFATHI-NT l"l-^.»«TS. hhli-ilVin HM,AKI;ISu \l)[ilcUli 
PRt'JNAM WOMEN WITH (^HILDKI-N. 1 ,s 10 - HhLI* MKR I'hll'.th \ Mf-Alllj^ HA 
H\ . iibT THK MOTHER i Lt \S nhh \L(OH<'l VND ulHhfi I'RU.'^. \\[> Khhf -.i-K 
rVMin TOCJETHbR WHI-S hX'rk J H A i IS POsSlb(t ^M) VPPK< 'Mt i \ ^ 
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[Editor's hote. ' Confronting Tomorrow Toda>", A comprehen- 
sive State Plan for Drug/ Alcohol Services FY 90 Update from Illi 
nois Department of Alcoholism and Substance Abuse, is retained in 
committee files. 

Drug Free Illinois (Action Report) is retained in committee files. 

Understanding AIDS: A Multi-media Based Prevention Program, 
article entitled, is retained in committee files. 

The Evaluation of the IPASS Project for FY 1988 (Final Report) 
is retained in committee files. 

Families With A Future (FWF) PrOj^.t, from Department of Al- 
coholism and Substance Abuse, is retained in committee files. 

Project Safe, (fact sheet) is retained in committee files. 

The Illinois Model, a State C)ollaboraUve Program for Alcohol 
and Other Drug Using Pregnant Women, is retained in committee 
files.] 

STATEMENT OF BETH GLOVER REED, ASSOCIATE PROFESSOR 
OF SOCIAL WORK AND WOMEN'S STUDIES, UNIVERSITY OF 
MICHIGAN, ANN ARBOR, MI 

Dr. Reed. I was asked to focus on the national picture and some 
data base behind that, and I want to stress several things. 

Chairman Miller. We need you to speak up or maybe pull one of 
those microphones a little closer to you. 

Dr. Rekd. Is that better? 

Chairman Miller. Sure. 

Dr. Reed. I wanted to start out by saying th«t I am glad to hear 
you say that you are going to worry about the women even when 
they are not pregnant because as you noticed there in my first 
comment, I think if you look at the li erature over the last 20 
years, it focuses very heavily on women when they are pregnant 
and when they are perceived as being bad mothers. 

While concern abo the pregnancy is a major lever for getting 
women into treatmeiit, if they are I'eally going to recover and stay 
recovered, they have to start feeling better about themselves and 
have to start feeling that other people do not look down their noses 
at them every time they turn around. So the addictions field and 
policy issues have too often focused just on pregnancy. 

Now I want to highlight some other things as well. These wonien 
face much more stigma than the typical addicted males do, which 
is a m^or barrier towards their seeking treatment. They internal- 
ize that stigma, they too feel that they are somehow worse than 
men who are addicted and worse than women who are not addict- 
ed. Many — a huge proportion in fact we think — of the women who 
develop severe addiction problems are incest survivors and some of 
what they are dealing with around the addiction really comes from 
other places and long-term recovery is going to require paying 
some attention to those issues as well. 

Many of them have had no support in working through the ef- 
fects of often repeated violence against them in their families, on 
the streets, and that needs to be attended to in treatment programs 
and in fact, usually is not. In fact, there is a fair amourt of evi- 
dence that there may be more violence against women in many 
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typical treatment programs, although that is greatly improved in 
the past ten years. 

I gave you another set of hand-outs that you might just want to 
look at. The data on the first page is what the research suggests 
that women who are addicted, who have alcohol and drug prob- 
lems, look like compared to men. I should tell you that these pat- 
terns look just the way that women compared to men look when 
they are not addicted. There is nothing special about addicted 
women except that they \ave a range of health and social problem 
areas. And we have a service-delivery system that was really de- 
signed for men. And men with problems with chemical dependency 
live in a different world, in some ways, than women do, have differ- 
ent responsibilities, are perceived differently and that gets reflect- 
ed in what they need in treatment programs. 

Now a major failure of treatment programs that I think may be 
the worst failure is actually getting women into treatment. Some of 
it is related to the stigma that I was just talking about, some of it 
is related to our lack of understanding of how women feel about 
themselves and where they go for help when they know that they 
need it. 

We have referral systems set up around chemical dependency 
programs that intersect in the areas in which men's problems 
bring them into contact with the systems around them. That in- 
cludes employers for people who are still employed. It includes the 
criminal justice system, it includes famil> members because you 
often have family members— often a female partner or parents or 
sisters or brothers— really urging a man to get into treatment and 
clean up his act in one way, shape or form. In fact, the evidence 
and the research on women consistently shows that the people in 
their netw.-^rks oppose their seeking treatment and subtly and not 
so subtly undermine their seeking treatment. There may be an ex- 
ception while they are pregnant because everybody is worried 
about the baby. But there is just consistent research both with al- 
cohol and with other drugs that women come into treatment in 
some A^ays against the <^Mshes ^f their family And that i:. a major 
problem. 

You also have the situation where women have in fact sought 
help for one problem or another in a variety of different situations 
and different locations, in particular the healtii care system, the 
mental health system, with social services, and their addiction does 
not get picked up, or if it does, people do not know what to do 
about it. So you have, by the time a woman comes into treatment, 
often a whole laundiy list of psychiatric diagnoses that may in fact 
be real psychiatric problems. I think it is more likely that it is 
post-traumatic stress around much of the violence that these 
women have experienced and a mis-diagnosis of alcohol and other 
drug problems that can look very much like various psychiatric 
conditions if they are being diagnosed by somebody who does not 
recognize the signs in women. 

A second major problem, which is also related to this access prob- 
lem, is the absence of women-sensitive services b> and large. Now I 
did a training set of sessions for NIDA ^round the country a couple 
of years ago and took that occasion to ask people what was going 
on in their states in relationship to women and addiction. And I 
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would say compared to what I was hearing 15 years ago, there 
were a good many more all-women groups happening in treatment 
programs. That does seem to be a significant change. And almost 
every state reported at least one all-women specialized program buf 
they also said that in some ways when you open up a women's pro- 
gram, then other programs stop trying as h*\rd to deal with women 
within the context of what they are doing, which means we are not 
changing the treatment system in general, we are just adding on 
some special services for women. 

My own bias is, and I think there is now substantial evidence 
that part of what we have to do is to transform the way we think 
about addiction and to get different kinds of services into all treat- 
ment programs, and I think they will also more effectively serve 
men, other kinds of men than we now reach, if we could do that. 

Another problem that I wanted to highlight is the absence really 
of good research in this area. That list here on this first page, I put 
together in a form that didn't look very different from this 12 years 
ago, and what research there has been adds to this and reinforces 
it a little bit but I would argue that we knew much of what we 
know now about women who are addicted 15 years ago and just 
have not acted to do what needs to be done to change the service 
delivery system to more effectively reach women who have needs 
for substance abuse programming. 

I wanted to reiterate several things that you have already heard. 
One is that I think you have to take the services out where the 
women are, which it sounds like what you are doing in Illinois, 
You have to help them get where they need to be, you have to help 
them understand that the alcohol and other drugs are being prob- 
lematic for them. They may recognize that they have got all kinds 
of probleaio but may see the alcohol and drug use as a way of 
coping with the other problems rather than the problem itself 

I also think tliat the pregnancy is in fact a window of opportuni- 
ty. Women clearly are more motivated to take care of themselves 
while they are pregnant, they are far more likely to come into con- 
tact with various kinds of human services ano they often bond 
pretty heavily to the folks who take care of them while they are 
pregnant. And we can take advantage of that if we are able to 
follow up with them in a variety of ways. 

One other thing that I wanted to point out in the other hand-out 
I gave you, which you can read. It is about the fifth page back 
where it says ''Core Services for Women with Problems with Alco- 
hol/Other Drugs". I do not know how clear this is The underlined 
ones, you would have only if you were thinking about women. The 
ones in parentheseb with asterisks are those that are far less likely 
to be found in a typical alcohol or druc program, and Ihere is some 
evidence that all of them are necessary for women. And even in 
some of those areas where you do not see asterisks, like the voca- 
tional area or legal assistance, the kinds of vocational services and 
legal assistance that are available in most programs are not the 
kinds that are going to be most readily available for women, and a 
lot of people think that if they have responsibility for children, 
then that ought to be thtir vocation, although I think that is begin- 
ning to change. 
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I guess I will stop there and say that we have to find some .way 
to build on the motivation while people are pregnant, but we also 
have to find some way to reach them when they are not pregnant 
and then to support them a^ter the children are born, and to help 
them feel better about themselves as people because without some 
self-esteem and some sense of self-worth and some access to the op- 
portunity structure, which means money, what is there besides 
staying addicted? 

[Prepared statement of Beth Glover Reed, Ph.D., follows:] 
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Prkparkd Statlmknt ok Beth Gia>ver Rekd, Ph D . Unive-r^jitv Mk hk.an. Ann 

Arbor, MI 

^rn tu boQin by (hanktng you fof your concern about women (wfch chldren) wtxs have protloms wan aJcofjoi 
and ocbef drugs Whle the ma^or roa$on tot your concern Is on the eftects nxjthet's alcoho*/ochef drug use 
on the<r bom and unbom cMdren, i urge you also to Invosttgate and consider tti^ needs o( wonven as women 
whether or not they have chld'sn The addk:tk)ns Aekls and todai pdkr, inJtlatK^ have too often focused 
pnmarf y cxi the Impact o( mothers us9 on chidren. often in ways that crtlcUed and btamod the mothers 

Women wfth alcohd/other drug prob^c already tacc much more sttgma than men do, the res4^tng shame 
and guit are major barr^ to the^ witingr>c8S to tmk help, and often lead the^ tamliee arxj partners to reiect 
them and oppose their eftorts to seek treatment and stop using A large proportion o« women wtx> develop 
:>erious alcohol/other drug problems are survtAys of Incest, and have often experienced rape and being 
banef ed as wea Few ol tt)em have had any suppon In worMng through the ejects of these experiences, so 
their $(^n$e ol self and self -^eem 's practicady non-existent They often expener)ce high levels of fear, aruiety 
and depression as wefl They may present 9 facade of toughrtess arxj defer)s>veness, wMch covers their fears 
jnd provides some protection, but which mostly conflnns the<r view that oti^ers firxl t?wm displcabia Having 
ix>pe for change, and a t>dlie( that they deserve and might attain a t>aner iVe is too f/ighCerW>g to corisKjer gtvet. 
{hetr htsiory of disappointments and betrayals (See handout for ways women differ from men } 

'^he message that women are important onlv when tf>e> are pregruint or a parent is a message about theu owi 1 
worth as human betf>gs. as Ihrow-awa/ vesseis, wtw are invisible and wortNess except when pregnant 
Addicted women has^ intomalizsd this view of tnsmselves, and a ma|or goal of tre«trner^ has to t>« to change 
[hts view, so they soe thertse^^s and other women as worthwt^e and usefii people To do this, they must 
learn to recogr^e their often strong ccpmg and survK-al skUls and they need you and the larger society rK»i lo 
()6rpetuate or add to ^ stigma and shame that tf>ey feel 

a<JJHon to this shame and societal rejection I want tu focus on three other factors that are majof prob^emi 
in working with women wtx) have problems with alcoho* and other drugs 

ThQ first 3 the failure ol treatment programs to develop effective out.each and referral systerm that gel wonien 
tn need of treatment into treetmeni In gerxxal. women with problems that arise from alcohol and other drugs 
are more Hitely than men with such problems to recognae that they are m dlfTcufly and to blame thefTxs©.¥es lui 
their problemos In fact, they are likely to ioei gulty and ashamed about events in their own or their chWren 5 
l^es that they coiM not have prever^ed Thtey often seeit help for their problems, in fact, txit turn to health 
care mental health, famly service, and social wettare workers for asslstar^e 

\1wi>i often tl^ possltjiHy of alcohol/other drug use is not suspected or detected and a woman is g>ven 
30 Jfttunal medcatkxi for aruiety, deprosskyi and relationship problems She also likely 10 accumulate d\, 
mptessJve array of psychtatric diagrx>ses arxS be polyaddk:led before anyor^ addresses her problems wrth 
alco^ol, other drugs. The usual referral systems for substarKe abuse (criminal justk^, omplo/er, famiy, and 
health ca. e) are less rele>^"< or work less efteaK'ely tor women Despite this many wonwi flrxJ their way to 
sutistance abuse treatment, on«. ^e qulcidy after the begirvNr>g of drir>k*ng or use than men htany others 
however rtever get to treatment, or havb :*eterkyated much rrxxe than necesary before tt>ey do t)ecause ol oui 
ser«tco systems falure to recognize and support treatmert for women Mere access to treatment wll 1 equu ti 
1^ leferrai systenw and cdiaboratlve prografnmir>g between systems that dont work together often now 

A second ma^ problem is the relat^/e abserKe of women sensith/o servteos By women ser^lve ! mean 
^er.ices that are safe and dont furlhor traumatue women that address tf>e range of problem areas lhat wuniti 
die iikcMy lo have and that provide services in ways that are compdtit)le wnh a woman s irneractKxi thinkii>g 
J. Ki ^ummunicatK.-. styles I believe thai this i-equires al minimoin some women-only group expenences Liui 
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f(xdit9r«ri(typMi ofwcxm^ I bil(«fytor«quir« much moro lnt«rMtlng^ aoough. tho taw 9tudl«i that 
exaxTww any kind of trMttnwt outcome, sugg^d thai women who re#ch treniment •ctuatfy ftchtove oqtai or 
tMR«r outcome than man. dMpKa moat programt' lack ol aanaitMty to wormcit conctma and itytea. Woa>en 
MO mora unfta of tarvfca than man do, pwity b«cauM thay hava a wld«r ranga of na«d« and mora barriers to 
r•co^^ ttwi do corr^)«rat)la maiv and pMilY bacauaa thsy raquatf than^ A much higher propcitlon of 
womec than mar> do not reach traetment however, and rmny toova in the aarty phase* became tho program is 
so kKompaiRie wfth who thay are and doaa not help them do«l wth the many dVAciitlee that comlr>g kto 
treaimenc po3«i for tham {tea handout on bftrrlen to tra«tm«nl) 

A thtfd major problem In helping women to racowar from protil«rro wth «kx)hol/othar drugs 4s the petJCiiv of 
woA^esigned rasaarch that toctisat not lust on woman and howv thoy differ from man, but al90 on what types 
of mtervenrtons wor1( bast wth what typaa of woman and problems. There has bean iWe daveloprrwt of 
womon-sensttva aarvtoaa and laaa evaluation of gender dHerancee in ne^da. progreaa through treatment, and 
ueatment outcome. NlDA and NIAAA funded aornedamoneCrvtion programs hx women in tho mid-70r9.bi4 
there has been Ittle tyftamalte */fort since than, elher to develop specfte progfanr^^ 
u July, let alone to lnv«stlga!a ks efff<:tVanas In wel-dMlgried reseat 

What we do know about chldrerv and their effecu on their mofhers and vice vena, suggests that wonten often 
enter treatment because of cor¥:em for their chMrea Just as worry about what w« happen to their chWren 
and a lack of optkxu for chidrerv are major t)arriers to treatmert. atteodon to chidrenTs needs at .d to safe 
chid-care opiiorts are l*efy to be nt^jor moOvators for treatment VJdteted women may neel p«for*ilng 
assistance whie thay are recovering, and many wC need some time wthout chid resporttlblK^es in order to 
focus on thenroefves. but many want and need cortact wth their chlowi on a regUar basis. Studios have 
shown, that espedaAy wth support and trairwig. women with alcohol/other drug problems can be arxj want u 
be effecth^ parents We must IVid some v;ay to strengthen and buM on this motfvatkx) 
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CharaccerltclQS of Won«n who hmv« frob^oas 




with Alcohol and Other Oruo* 




(coapared with a«n who hava alcohol /dru0 problanci 




Pa^c ho 1 ogAcal 


Sexualitv 




•lower salf-aat«aa 


-expreee aore intimacy 




-higher depraeelon 


leeues 




'higher anxiety 


-Bay be aore guilt about 




(learned helpleeen9ee) 


paet sexual behavior 




-believe th^t chealcally- 


-negative attitudes re- 




dependent woaen are worae 


lesblane In trearaont 




than sen with slallar problens 






'life changee more dleruptlve 


Phvslcal/Health 




-sore interperaonal ly attuned 


-aore aedlcal problems 




'Stereot>'p;ic gender role 


-often they are aoro 




expec tat lone 


severe 






-physical probleas get 




Cap 1 o vseni / Cduc a 1 1 on 


woree ae they detox 




-great variability 


-aore llkel/ to eeek 




-lower incoae 


aedlcal/aental health 




-leee ineurance 


aeeletance 




-sore dependent on social 


-aore likely to be 




eervlcue 


aedlc^ted 




— loee work— related Identity 






-poorer job hletory 


Cr^ae/ifgf^i 






-leee crlalnal Involveaent 




Chlldr-en 


-leee "eerloue" crlae 




-more ofven only or prisary 


-leee violent behavior 




caregiver 


-drive and are arreeted lese 




-concern and guilt about 


for DOIL/OMI 




children are often najor 


-when arreeted^ receive aore 




aotlvatore for treataent 


eevere eentencee 






-civil legal probleae are 




Fipiee 


laportant (e.g.. cuetody. 




-aore multiple rolae 


financial . houelng) 






Alcohol/Prwi use 




?aallv/Relat:Xon»hll» 


-aore polydrug 




-aore "dleturbmnce" in faaliy- 


-aore licit dru(;« 




of origin (evidence le alxed) 


-perceive chemical ustf a* 




-aore leolatad; eaaller eoclcl 


aeana coping vflth crhur 




eupport eyeteaa 


leeuee/aeanii of eur^rlvai 




-P«rtr«ere aore often are chenl- 


(paln^ depreeelon. 




cally dependent 


re 1 at iSn4..H pa. 




-aore often vlctlaa of Incest. 


):s«pon«lblIltlee) 




eexual aeeault^ tAtt^ring 


-Identify probleaatlc use as 




-lapact of ACOA aay be greater 


dating froa tlae of major 






life tranaltlon 




More llJcelv to eeek treatment 


-shorter period of tlae froa 




-In eaaller prograse 


beginning of use to 




-If there are profeeeional staff 


treataent 




-If can deal with polydruge 


(Read. 1968) 




-If prograa provides child and health services 




-If inceet counseling, woaen 's groups, pregnat.cy help 
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Sept. 1986 

BARRIE P S TO TREATMEWT FOR WOMt W w;Ty PROEj^EjjS WITH 
AL COHOL AKD OTHER DRUGS 



S OCIETAL ATTI lU DEs AKD KNOWLEDG E 

"Abuse of alcohol &nd us* of Illicit drugs la psrcelved more 
negatively In women than In aon. th\:« wonen'y problems 
are kept more hidden, they generate more shame r and cnce 
recogrlzed, they are more punished. 

-Women are more llicely to use llclt/prescrlbed drugs. 
Problems with these drugs are less recognized. 

-Stereotypic protective attltv':ies about women lead to 

reduction of negative ( especially legai ) consequences . 

-In general, even well trained persons have less f;r.r>wledgc 

about wnaen and substance abuse. Women's substance aousit: 
problems are not recognized, although they are often 
prescribed tranquilizers for depression 

-women actlvltlsts and staff rjf women's centers also ftve 
little knowledge of substance abuse. They rlghtl, 
rejected earlier conceptions that women substance 
abusers are responsible for all the w&ys they are 
victimized, and in reaction to these attitudes, they 
resisted considering substance abuse as a factor at all 



CMAKAL it.K^Sl iLb or wOM EK WIT H PROBLEMS W^'nj_AIXOHOL / OTHER JSRyC^ 

-K woman does not understand that substance abuse is a problem 
and contributes to other problems, she perceives her use 
of substances as roaul ting from other problems, women are 
sore likely to seek help than acu. but seek help for what 
they perceivo as their problem, not for subst«r.c? abuce 

-Most women with substance abase problems have high Xevelc of 
depression and self blame and very low levels of self 
esteem. A woman is not likely to seek help if she feels 
un-worthy of help and is Immobilired by depression. 

-Multiple responsibilities, sspecially for children, and no 
childcare options, prevent her seeking help for herself 

-Fewer people support/urge her to seek treatment, many 

significant others oppose and even sabotage treatiaent. 

-Women suffer mo.*e negative consequences and disruptions frgn 
entering tr*^ti«ent — poorer health, loss of children and 
relationships, guilt, shame. 

-Fewer economic resources and less likelihood of Insurance 

-Gender socialization predisposes women to attend to others 
needs and be responsive to others* reactions, not to 
identify their own goals and seek actively to meet then 

-Multiple problems overwhelm her and must also be addressed 
(some listed above). Others include histories of Incest, 
rape, battering, health problems, and others 
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C H AR AC TiRlST I CS_0 F THE P REVEST ION AND ^RJ|jLL^£NfL_sy STEM 

-Caseflnding and other referral syscens for su >»-*ince abuse 
are geared towards proolems and Incentives .buch sore 
conraon In nen ( legsl sentences, being fired, being left 
spouse ) 

-Pew referral arrangements are in place where woaen seek hel 
e.g.. woaen 's centers, social services . child- related 
settings, churches health care settings, nenta 1 -heal th 
set t ings . 

-Li trie knowledge to., exchange has occurred between woaen s 

centers and substance abuse agencies because of 

di f Jerences in lan^, ages . assuaptlons , and priorities 
-In general, women's centers have nor recognized or attended 

to substance-related problcas 
-Substance abuse treatment services aren't "'^npatible with 

women's needs or interaction styles tht/ may even deepc 

their fiepressior. and low self-esteem 
-Substance abuse programs often mlsperceive women's depress 

as denial or resistance to treatment 
-Sexual harassment and victimization occurs within subs'-ar.jf 

abuse programs. 
-Often there are no women -ole-nodeis or enough women ir. 

influential positions within substance abuse programs 

shape the "culture" of the program 
-Women are such a small proportion of the total number ot 

clients that they experience, "token" dyn Tics withi.-s 

substance abuse programs 
-Few resources are available for the longer term work t^a'^ 

many women need to work on the multitude 3f issues thev 

must work through to achieve some quality of life 
-Many staff members have not worked through their own .ss-^e-s 

with alcohol / other drug use by f ami ly members with 

violence sexuality/ Int Imacy 



CHARACTERISTICS OP SUBSTANCE ABUSE PROGRAMS 
THAT do' attract^ women"' 

-They are smaller (more intimate) 

-They nave a higher proportion of professionai staff -nore 

skilled in working with depression and low self cteem 
-They deal with alcohol and oth^sr drugs (most women u»e 

tranquillizers and other drujs as well as alcohol I 
-They provide child care and cM Id services incest 

counseling, women's support groups, and pregnancy 

services . 

-They conduct active outreach to women 



65 



PRELIMINARY REED 12-88 

WOWEN-QRlgNfTED SERVICES (minimum d ^^mUton) 

^ddr*«ftt« wom»n'» nttd» 

"Rvduct* b«rritr« to rtcovtrx 4or womtn 

-Dttivvrtd in « conttxt th*t it 

-compAtlbIt With womtn't «tx1t« «nd or<»nt*tion 

-«4ft *nd non-txploi tlut 
-T*J<t» into *ccount womtn'« rolt», »tatu» »nd »oc i * I i i*t i on 
-Providt* « w*ritty of rol • modt I « 
(-Aggrtssivt outr»*ch) 

Assfstmtnt o4 GENDER-SENSITIVE 
^^ pmpES FOR ALCQH OL/DRUQ PROBLEMS 

- Numbtr f oroDor 1 1 on ) o* wonttn on st«ff| 

Locitt I o n/*utr\or I Xy oi woratn on »t*** 

- Proportion o* womtn i.'^ong c 1 i tn t »/p* 1 1 tn t»/rt» i dtn t» . 

(toktn or •^4)1 proportion i% dti truct i wt> 

- C)*4r, publiciitd And tnforctd (with both »tA^* *nd clitnts) 

- Types 4nd r4ng* o4 strvicts 

-S** list oi fttrvicts nttdtd 
-som» *ll-womtn components 
-S0R19 Attention to children 

-stfvict or»tnt*tion inclydts soc i o-cul tur*l issues 
4nd constqutncts oi dtu4lutd roles 
-•duc4tion sessions include o»nd*r *nd skill. stW-tstttm ^ocus 

- StA^f h4w» knowltdg* o* g»nder-r» 1 *ted issu*s *nd ch*rc ttr i st i cs; 

th»s» rfcttwt rtgul*r Attention in st*4* dtvtlopmtnt 4nd m- 
servic* tr4ining Activitios 

- orogrtm h4S Iir,k4gts to 4nd 4Ctiwitits with othtr groups 4nd 

4gtncits concerned with woman's >ssuts 

*< 

- Thtrt IS Attention to g»nd»r-r»l 4t,d information 4t ,i p t y > 

durino tr»4tm»nt D!4nninQ. >n record kftPiPQi tP^ T^^W^'t" -! 
information syct»w* 4nd »V4lu4tion. 

- Attention is giw*n to k»y policy qutftiont concerning wom<*n--both 

m 4nd outsidt tht 4g»ncy. 

- Attention IS giwtn to cul tur»/c I »m4t» 

-Idtology (conscious 4nd non-consc lous) 

Furn I sh I ngs, dtcor4t i on« 
-L4ngu4gt, inttr4Ction stxlv 

- St4ff 4tttnd to powtr r» I *t » orsn . ps , *«\ong tht.ns^.wts, bttwt»n 
thems^lwts 4nd clitnts, 4nd unong clitnts 
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CQRE SEP^ UES FQR WOMEN ^•Xh '>QQBL£^^S w tr> ^L\^>^Q^ OTHER DRu(^S 



gftflfr! iftta ' *0*C.*1 I . - t,»» ',k#t, to t># COni,dtrtd 

wQ^tn ' _______ '^♦'^ '^'iNiJtd n A M^p c*'* progr* 

», MEOICAU'HEi^LTH 

-0 » And t'"»*tm#nt o* p^Obltmt 

• Mt*»»h promot . on--t *k . r.0 COntrOi ©♦ tP>» DOdy , * « « • r t . v/ • n * « « , t h ^t^^'h 

'.*rt p-ov'd#''»j w»iln*»» t<JuC*t on > ^w gnn^n > QfOup^ ) 

• < Prttc- ' p { I on drug d»p»nd»r»C »' ) 

• ^Sody ,m*o* rti»{#d to ^t*tth) ' "<y ♦ " ^ fl. r 9v ^1> ' 
-Prfarnftcy-r«l i^td |yr^/.cy%> • ^ t> , r t h confol tdjCAton^ 

2 :MltO-RCLATEO> 

• iChi ld-C*r»} r»»p,t» C*rt} Ch.ld pt4C*m*nt 1 f tu n t ♦ , c * • i on . l,v#-.'> 
•<S»rv/rc»» to C I d'^tri vi»»ri t , p#*»rr*l, ♦dyc*t'0n, tptAtmtnt' 

• t*>*r»ntir«Q tduCAt on tuppct) '. ^tyr-tn % QfQij pi) 

3 P<VlIu» SEJiVlCES 

-R* ! *t , On»h ; p coun»»iinOj (^*r,t*I *pid J */n i I v th#r*py 

-Worn *nd tduCAtiOn on 4tfl>,\r dynAHiC* 4. *OdiCttOn; At*non. 

-Co-d»p»r«d»r«C y C0un«*l ■ ng 

•* vOCaT^IONAL • »op»» «tud>*« rtport th*t th»«« *r* 0*t»n o**#r#d to >-0<t»»' 

Although gr»Atly n»»d»d) y ^tomtn % orQuP l) 

-Job r»*Oin»»» »• , ♦-t»{»*m ittutt, > d»r» t t ♦ i C * t i On o* »h > ! 1 i V »tr#ftOth» 

-Sfc ' I t tr *f n ,ng 

-Job •♦•K,ng in<pPOft *nd 'rtin.nf^ • • «* I f -* « t ««m | h*r*tvn«.nt 

3 -SKILL TF*«*INING TO OEVElOP SELF-ESTEEM ^0 COPING) vwQn^»A ji_jjr2jjcii 
A4»»r t . v#n#»i tr*ining> 

• \F)n*nC)*l rn*n«gflm*rt> 
•^P#r»on*i go*I t*tting) 
•<Str#»» And criiit iii«n *g*m*n t > 

• I Cowtun 1 cat 1 on I. i n t ps»r ton * ) tKilttt » i ^ ( , on , p ^ with iwppor t t'fn^% 

• <G#nd»r *nd toe » * 1 t I * t i On ittu*t) 

• <Oth»f %uruiv/*} »k I I I »--tr*n»por t * t 1 on , #tc > 

4. Chemical ocpo^oency education 

-P# I Phytic*), toCiAl, *nd 4tJtt>]y COn»#qu#nC#» o* th# d > d > »or d# r - 

-»oni» content r»i phyt.c*!, p tychol ogi c * ' , *nd «oc i * I c on »♦ <}u#nc • * 
would di**»r for wO«n*n 
-P-#p*r*t.on *or »»U-h»lp Qroupt-- l3th ttfo i Uisytn^ Sj^gr 

LEGAL ASSIST^V^Ce 
-Crim.n»] i »»u» t--flr Qt t. > {<j% i pn {o(h#r» Wtt !.k#W) 
-Drunk driving (1*t« iiy#|y for w0m#n) 

• (Civi) fn*tt»r» — chiltl cuttody, m*r i t * 1 / dc<T«# » t i c w'Oltric*, ♦ f^in, *i, 

lAnd'oro i hCuting ttu*t, r> A"* *f wh* n t ) 

8 •<^RAltV\/POST TRAUMATIC STRESS DISORDER) i ^om^n % iirpupt ) 
•<Inc»»t, r*p» lurvivOr i««u*») 

*<e*tt»f»<2 wom*n tcndrom*^ f *n t t - w > o I »hc • worn wtth D*r'/^#r») 

• iI3th tttppingj t*^u*l h*r*f»fl>tf^t pr#u#ntiOn) 

*. •<3EXUALITY fiHO INTIMACY) (wt mto * Q^Q uC-tJ 

•< SffauAl I t )' Ari<j d/'ugt) 
•(Coun»»ling About ft*r o* inttmACy) 
-Support orQup%--t ,Q . , C*>jQhttr» Anenm p^^ 

• • "Low 1 ng too -TiuCh' t f tu»f --a::OA , b#ing •xciu»)'J»i> 'Ot^T -or tr'jO' 

r»**rrt\ for (ong»r t»"m COunf») " g *nd tupport group* 
-St^urfl or'*nt*tion >ttu*t 

R»t5 1983, *d*pt*C b> Mond4n»rO '98"*{ -tw «td Rtea. ' >*L 
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So-^e viOntn ill jeif .'tfer i' ;^ty 'ecogntie * problem *nd «,ncw 
•»ftcre :o 90 :o Jet^ 'leJp u 5 'T^c<J n cjmpiigns, worWjriopi) 

-cren can ic iJenti'.cii by o:**er jtgns of iiMicul:y of:en assoc ^tec 
chenic*i depenaency--5*: ttrnj tr*: -n^y be related :o et'Clogv 
or those wmch i"*/ result from chefn»c*l dependency (c 5 ^edic*! 
oresleffi*. anmetv. itresi. child, fjniU or worn dif tCvlt.ei. 'ec*i 
CC"p i I C*t I on J } Cnce 'dentified, some women »rfi M acknoutecqe tSc 
Ofcblef^ *ric lelf-re'er offers can bt reac'ied t^rcjg'^ t**e srcvij.o^ 
of of>er service! ana dfyq -^ijuje idenc ficd after a '*e I at . or5"t > 3 
*^*s Pegyn. 

-o--€r m p.-rtods 0' '»'e c"J s or lift transition rt#y bf jartiCvt*f > 
vw'itrjbie to "Disuse 0' ^'i-gs and/or particyi*r!v recept've to 
Jeering help e 5 pregnancy, divorce, deatn or spouse O'^ chi^i. 
aceitic vo'ence. ^ob ^cii) CriSM services car be r'ai'efl :c 
'denti'y and p'ovice services ^or refer) 'or proo'ems of Clerical 
dependency 

-oren c*n be identified by Significant ot^^ers and conrynity caretax-c^s 
wit'^ whom they interact 

a Education*! jrograns night target frienos. spouses, parents. 

children, other relatives 
5 "^host 'ron <*hom *-oiTen seek services if »^trer areas 0' n«^d or 

trouble can b« trained to i icogn I zt s»gns of c**enica' scpe-der^c 
and "Uke referrils 

1 '^edicjl otrsonnel (private physicians* emergenc/ 'oor-' 

2 Ch ( Id" re I ated services (runaway houses, child care ce'te 

child protective workers, sc^ooS staff. t.*d at' c jf$ 

3 Legil £ crmtnil juftice personnet {civil L cft-ni'^al) 
^ Social Melftre and fMffn\y agency ><orkeri 

5 Xe 1 ! 91 ous adv i sors 

6 Mrntal heaUh worker*, crisis centers, etc 

7 -vnen's servicss ( center s --she I ttrs for battered wor>«n 

continuing education programs, d 1 sp i aced -home'-i'.e r 
programs, assautt crisis c«nters, ttc 
• £-»pioycrs, supervisors, co-workers 

d Caretakers who regularly inc*ract •'ith woiren in sone dentin of 
Chetr lives and mighc recognize signs o* trouole 

1. Many of cr^os* In (b) abov« 

2. Hair dressers, beauCiCians 
3 Phamacists 

(4. Library staff 
« C^'*ent clients and those m the social networks with «h ch 
c*«em« ca 1 1 y iectndent women interact. Wit** iMicit drugs, 
t'^tse -nay mc'udt "it'eec cultures", ihose involved >n pros: i - 
:.«Cion or seil-ng drugs Por l.cit drugs, tnese -ay "--'ude 
soc i\ clwts. voivinteer as soc ' at ' ons , church gr-jups. -ecea- 
: ona' or;ar. zadons. *TA's, LaLeche Leagues, etc 

''0* ze -etced se'.'tes p-en and 'a-^e t'^e-^ kno n 
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Chairman Miller. Thank you. Let me thank all of the members 
for your testimony. 

Courtney, if I might ask you a couple of questions. Did you think 
about treatment during the efirly years of your addiction? Did you 
talk to other people about it or did you wonder about where you go 
for treatment or fear it or— what were your thoughts, if any?- 

Ms. X. I did seek treatment when I was 19. 

Chairman Miller. What happened? 

Mi). X. It was co-ed and, you know, I just totally focused on this 
guy and I just— I did not take it serious either. 

Chairman Miller. You focused on a guy who was in treatment 
with you? 

Ms. X. Yes. 

Chairman Miller. And what happened, you both continued to 
abuse drugs? 

Ms. X. No, he left the progrfun and I left and I started using 
again. 

Chairman Miller. Do you know now when you look back, why 
you might have left the program? 
Ms. X. Yeah, because he left. 
Chairman Miller. He left. 
M8. X. Uh-huh. 

Chairman Miller. And you did not continue treatment and you 
relapsed back? 
Ms. X. Yes. 

Chairman Miller. You also mentioned in your testimony— and 
this is something that we have heard before, and if I can just ask 
you and I appreciate it might be a little bit difficult for you, but 
you mentioned that from the time that your first child was adopted 
or in foster care and then taken away from you permanently, until 
your next pregnancy, was one of your heaviest times of drug usage. 
We have heard that from other women and they have explained that 
in part by just saying that they felt so bad, were so confused about 
the loss of that child that was taken from them, that they felt that 
was part of the contributing factors to their increased drug use and 
continued drug use iater on. Can you explain that a little bit in terms 
of yourself, if that was true with you, if that wa^ part of it, or was 
there something else going on? 

Ms. X. I agree, to a point. You know, you have so many problems 
and any excuse will do just to pick up a drug I think, and then, you 
know, you are going through this with the loss of your child emo- 
tionally, and I started suppressing my feelings with drugs. I didn't 
want to feel that way any more, so I just kept using. 

Chairman Miller. And so you think it was the idea that you 
could get rid of your--of all of those other emotional feelings by 
the use of drugs to alter your state-of-mind, if you will, take the 
focus off of the pains or other feelings that you had. 

Ms. X. Yes. 

Chairman Miller. Let me ask you if I might also, in terms of the 
skills that you are learning in the program. What do you think is 
sort of the strongest tool that you are learning— you are going to 
be graduating in May, what is it that you are going to t«3ce with 
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you from this program that you think is really going to give you 
the ability to continue to stay sober? 

Ms. X. Accepting things, accepting life, living life on its own 
terms because that is one thing that was hard for me, just self-ac- 
ceptance. I think— well I just would like to say this, even just 
coming here, I am using the tools that thev have taught me, you 
know, coping with this setting, you know, be^ng sober, you know, 
just for today. 

Chairman Miller. So rather than letting the fear of coming here 
or the excitement of coming here cause you to turn to drugs, deal- 
ing with this stx'aight up, just saying this is something I am going 
to have to do. 

Ms. X. It is similar, you know, yeah. 

Chairman Miller. Well there are a few politicians that have a 
glass of wine before a speech, we understand. 

Ms. X. Yeah, you know. And then, you know, coming in here 
being honest, just being honest. That is all I did was lie. 

Chairman Miller. Do you plan to continue in the out-patient 
program? 

Ms. X. Oh, yes, most definitely. It is a must for me. 
Chairman Miller. That is great. Thank you very much for your 
help. 
Ms. X. Thank you. 

Chairman Miller. Dr. Reed, how typical or atypical are these re- 
sponses? 

Dr. Reed. I would say pretty typical. It does not mean she does 
not have her own special issues, Sut I think the issue of feeling 
that — of wanting to suppress feelings that are just all bad is almost 
a common denominator. 

Chairman Miller. Dr. Poland. 

Dr. Poland. I agree. 

Chairman Miller. If this is the case, one of the things we are 
looking at is, as Mr. Atkins has pointed out and I think Ms. 
Walker pointed out, this movement away from other models and to 
try to customize programs to the needs of these women. Dr. Reed, 
vou seem to suggest, end Beverly, you may be able to help us out 
nere a little bit, that while an individual woman may be reluctant 
to go to treatment, you are suggesting that that reluctance is rein- 
forced out in their community, whether it is their peers with them 
on the street or their family, that they really would prefer not to 
have these people engage in treatment. I guess in some places that 
is sort of like what they call people who enable other people, there 
are people who do not like to see other people get thin, so they 
keep offering them cherry pie. I am one of those, but— I eat the pie 
too 

I mean, this is a little bit different than what we are led to be- 
lieve, that somehow this is an individual weakness and you just 
choose not to do this or you are a bad person and you decide you do 
not need treatment or you want to just continue on drugs. You say 
this is in fact formal reinforcement that is taking place within that 
community, however expansive that may be. 

Dr. Reed. And within the service system. I was just saying that it 
happens with physicians and with health care providers and 

Chairman Miller. In what sense? 
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Dr. Reed. In that peopie do not see the addictions, they do not 
ask the assessment questions. When they realize they have some- 
body with a problem, they do not know what to do abnut it. 

Chairman Miller. Let me ask you this, in terms of families and 
friends, is it more proactive than that, is it just ignoring the prob- 
lem and hoping it will go away or is it actually say'ng *you are all 
right"? 

Dr. Reed. The studies are mixed from really active opposition to 
treatment and sabotage of her getting there, to much more subtle 
guilt-tripping about what is not going right at home or you are not 
worth saving — much more subtle. And it does not take very much 
when you have somebody who already feels totally ashamed and 
guilty about everything, for somebody to be read as being opposed 
to your getting better. 

Chairman Miller. Mr. Atkins, you were nodding your head 
when Dr. Reed was reading that segment of her testimony about 
people reinforcing this notion of not seeking treatment. Do you 
have some experience with that also? 

Mr. Atkins. Not being a woman, you understand, I do not profess 
to know all about that, but the family tends to be a system. What I 
was sensing I guess when she said that is that that is disruptive to 
that system, to have the woman leave and not provide the home 
care, not provide the meals and the laundry and whatever, and go 
into treatment. And so families ten J to oftentimes discourage a 
woman going on, plus I think they tend to fear what kinds of 
changes will occur and how that will disrupt the family in the 
future. 

Chairman Miller. Marilyn, you interviewed the women directly. 
What do they 

Dr. Poland. We found a variety of responses. 

Chairman Miller. Move that microphone over. 

Dr. Poland. We found a variety of responses. We did find the 
women that Dr. Reed was describing where the women we.e not 
encouraged to come and were actively discouraged. On the other 
hand, we also found a lot of women where the family would toler- 
ate a drug or alcohol problem as long as they were not pregnant. 
But once they became; pregnant, there was a sense of "it is your 
responsibility to do something for this fetus, for this baby'', and so 
in many cases it was the family who would bring the woman in for 
prenatal care or for drug treatment or encourage her to come in. 

We also found the same punitive behaviors in some of the health 
and social service institutions, of just not liking women who were 
using drugs. They are bad women and they should not be doing 
this. There is a punitive response. There were many women that 
we found that had this response until they came to a place like 
Eleonore Hutzel, where they found a family, where they found 
people who cared about them. And this began to really change 
around their feelings about themselves. 

I might also mention that there is a whole chaotic lifestyle that 
very often goes with being heavily addicted to drugs. The women 
that we interviewed who were heavily into drugs moved often 
during pregnancy, one moved 25 times. Son.^ of them are homeless. 
They are very often victims of physical abuse by the man that they 
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are living with. They are very often involved in environments 
where they are victims and there is a lot of fear of physical harm. 

Women kept talking about running from shootings. One woman 
was shot in the stomach herself Many of them live near crack 
houses in Detroit and these are very dangerous neighborhoods. 

So ail of these fears, these concerns, these pressures, together, 
create this lifestyle. And then within that, some families will en- 
courage the women to go in for care and others will not. 

Chairman Miller. Well let me ask you and I will turn to my col- 
leagues then. In terms of successful models, are we really talking, 
Beverly, about the need, or Marilyn, about the need to extract 
women from this environment essentially? I mean, it seems to me 
when we look at some of the programs that we fund — and I see this 
with some programs when we deal with young children, we take 
children out of an environment for an hour or two and then they 
are back in that environment for 22 hours, and we see no improve- 
ment, and you start to realize you cannot overcome the detrimen- 
tal environment of 22 hours with two hours of child care. 

Here, when you describe the environment in which many of 
these women are living, the instability, the chaos, in terms of 
really trying to ensure our best chance of succesf^ as a society in 
L eating these women, are we really talking about a model that 
almost requires extracting them out of the community with resi- 
dential treatment if the support mechanisms are not there within 
their families and communities? 

Ms. Chishouvi. We know through experience that if you do not 
disrupt the normal living patterns, especially of the cocaine addict 
ed, that your ability to impact on successful treatment is going to 
be very limited. What we have done very effectively in the Eleon- 
ore Hutzel model is to bring women from their — we have disrupted 
that pattern, we have brought them from where they now exist 
into a program that takes a lot of time out of the day, a minimum 
of five hours out of their day, because the usage pattern itself is so 
cyclic, if you break that pattern, it gives that woman an opportuni- 
ty to relax and to sit back and to have a mindset. 

When you are actively involved in the pattern, it is very difficult 
for you to stop and think that, you know, maybe this is not condu- 
cive to a normal lifestyle 

I need to say something about the family too. We are talking 
about the family systems as if they are functional. We are basically 
talking about dysfunctix^nal families. We are talking about people 
within the family structure itself that also need treatment, we art 
talking about codependent individuals wh also need to see that 
there is a problem within the system, but bt'^ause of the shame/ 
guilt factor and the stigma that is attached, family members often 
times try to self-cure rather than to submit that person to treat- 
ment, because the family has to admit there is a problem in the 
system and no one really wants to admit that, and women stay out 
longer. 

You heard Courtney speak to the problems in being in co^H pro 
grams. It affords that woman ar onportunity lo locus, and that is 
what Ccurtiiey said happened to her. Instead of focusing on my 
treatment, I got involved in a relationship which helped n^e to 
focus, and we are Ijoking for things to be focused f-^om treatmeht. 
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So it is important that we remove as many barriers as possible, 
and that is what a holistic model attempts to do. 

Dr. Reed. Can I just add one thing? I agree with all of this, I 
also think that it is probably unrealistic to think about very inten- 
sive all-women programs all over every state in the country. Some- 
how or other we have to figure out how to get what is working in 
some of these intensive all-women programs into programs in every 
little town all around the country, because I do not think it is 
going to be cost-effective to do it otherwise. 

Chairman Miller. I guess my concern is that we look at some 
models for drug treatment that are based on, if you will, white, 
middle class people from a stable environment getting 30 days of 
treatment in the best private hospital in the city and somehow 
they are cured. 

Ms. Chisholm. Fourteen days. 

Chairman Miller. Fourteen days, whatever the insurance com- 
pany will dictate and when the payment runs out, so does your 
treatment. 

But the point being that that model has really little or no rel- 
evancy to these communities because of the environmental instabil- 
ity and chaos within the family and the community. When we talk 
about how we use Medicaid money or how we join these different 
pools of money together between state and federal governments, we 
have got to look at the fact that almost none of them provide for 
after-care, right? 

Ms. Chisholm. Right. 

Chairman Miller. So you think how you front-load the cost so 
that you can then extend to Courtney after-care. I look at success- 
ful models in California for young people and they are talking 
about 125 contacts during the next year. Well I do not know any- 
body that is talking about funding those, but they fund it because 
they cheat on the front end and everybody sort of nods and says 
okay, because you are successful, we will let you use some federal 
monies in that fashion or we \ 'ill not cite you, I do not know what 
they do. But in any case, we arc talking about more intensive pro- 
grams, given the intensity of the addiction, and then the non-sup- 
portive nature of the environment. 

Ms. Chisholm. I think you absolutely have to look at that. If we 
are — we are presently looking at, and I know you hear often the 
cry for additional funds, but it is impossible with stagnated funds, 
to be progressive simultaneously. There is just not a possibility of 
doing that. I think everybody would love to — we are talking about 
program enhancement a lot more than we are expansion. If you 
look at — we feel like we have a pretty good model that is stable, 
that is effective, that works. What we need now is an ability to 
expand what we already offer and that is the model that we are 
talking about making a national package, that is the model that 
needs to be out there. You have to move your treatment criteria 
with the primary substance abuse pattern. 

Cocaine, this crack cocaine population does not fit into an opiate 
male model. It will not work, it has not worked. For programs that 
attempt to continue to try and force it to work, they are not report- 
ing to you the success rates because they have not been progres- 
sive, and it is because of limited funds and it is because we are 
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seeing in epidemic proportions nationally— we are not talking 
about a city just like Detroit, we are talking about throughout this 
m tion. We are in an spid**niic. 

We are talking about a war on drugs and very few soldiers. 
There needs to be an army out there and it takes money to keep a 
military going. 

Chairman Miller. On that subject, Congressman Levin. 

Mr. Levin. Mr. Atkins, you wanted to comment on that? I was 
going to ask you a follow-up question and maybe you are anticipat- 
ing. Go ahead. 

Mr. Atkins. Go ahead. 

Mr. Levin. I was going to ask and then you comment, so what is 
the gist of the problem— it may be dangerous to ask that about a 
problem of this size. Is it that we do not know enough, is it too 
complicated, is it part of a larger problem, is it isolated? And you 
know, frankly that question occurred to me as I was listening to 
your testimony because you were describing a program in the State 
of Illinois which has what, 11 million, 12 million? 

Mr. A.TKINS. Yes. 

Mr. Levin. And you were t^ilking about 19 beds and 22;— and I 
wondered, in a universe, in a state the size of Illinois or Michigan, 
what does that all mean? We do not have the models yet, it is a 
new problem? What is going on here? 

Mr. Atkins. I think we are developing the models. Congressman. 
In Illinois, we estimate a need for 53,200 publicly funded admis- 
sions to our treatment system. That is working down the popula- 
tion on an incidence prevalence level and then taking a portion of 
that population that has to be publicly supported, that cannot 
access the treatment system and pay for it with private health in- 
surance. 

Mr. Levin. There are 53,200 who need public support for their 
addiction problem— let us put it in simple clear terms, all righf^ 
Mr. Atkins. Right. 

Mr. Levin. That is what that figure meant? 

Mr. Atkins. Women. 

Mr. Levin. Oh, women. 

Mr. Atkins. For their addiction problems. 

Mr. Levin. And you are going to tell us about how many 

Mr. Atkins. That i& admissions to the system, that is out patient, 

that is detox, that is 

Mr. Levin. Okay. 

Mr. Atkins. At the moment, we are providing 18,000 each year 
So as I described to you a fairly comprehensive program, we are in 
the beginning of bringing that system up and, as Dr. Reed said, we 
have known many of the things we have known for 15 years, but 
we have not until now had th(' resources to develop tht special pro- 
grams. 

As a state director, 1 concur with Dr. Reed that you cannot have 
special residential programs for women in every small town in 
rural Illinois, but I do think that you can have special residential 
programs in areas that can be accessed by those small towns, and 
put the out-patient programs and the detox programs that can re- 
ceive these women into the system and refer them on for special 
residential, and I believe Congressman Miller mentioned the need 
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for after-caie and in my opinion that is critical. If you do not have 
a strong after-care system, both an AA typ>e system as well as ong> 
ing professional support, vocational, educational, huT>"ian service 
kinds of things, you might as v^rell stop spending you/ dollars on 
the residential because you just turn them over in 28 or 14 day pro- 
grams, whatever that is. 

So next year we are focusing on the development of halfway 
houses and recovery homes where women that come into our resi- 
dential programs can go out. And I am working at the moment 
with the Chicago Housing Authority to do some of that within 
their structure. 

I would like to, if I may. Congressman, comment on the Medicaid 
issue because Illinois was part of the HCFA demonstration several 
years ago and as a result of that put in place a Medicaid system 
that does pay for these services, and when we refer back to the 
need to inte^,rate health care, OB-GYN services with substance 
abuse services so that we can identify women as early as possible 
who need help and bring them into an appropriate treatment pro- 
gram, Medicaid is a way of helping to do that. 

But what we most need I think is long-term stable funding for 
thf' community-based substance abuse treatment system, and Med- 
icaid can help us do that with the very high-risk population that it 
supports. The problem we have in Illinois is the issue that I re- 
ferred to when I was speaking, the Institute for Mental Disease 
issue, where any facility 16 beds or over is classified as an Institute 
for Mental Disease and it is not, therefore, reimbursable. The con- 
cern that that provides is that 16 beds is not a cost-effective size of 
a program, you cannot staff it up 24 hours a day and put the kind 
of professional services you need in for only 16 women or only 16 
anybodys, children, anything. 

I think it is kind of an arbitrary number that really needs to be 
looked at from federal policy because what it does is force us to de- 
livei services in hospital-based programs that are Medicaid reim- 
bursf3d at three to four tUTies the rate. So for $100 a day, I can do it 
in a community based pro-am, equivalent or better care, and for 
four or five hundred dollars a day you can do it in a hospital-based 
program. And that's the dichotomy that we have going right now, 
and Medicaid is supporting that process. 

Dr. Reed. Can I just add one other thing? We have been talking 
about the follow up to primary treatment. I think with women, we 
have to talk about a big piece in front. In Michigan, p<^ople are call- 
ing that pre-treatment because v.^ do not have any better language 
for it and we can maybe sometimes get funded for pre-ireatinent or 
outreach. But when you are talking about the level of self-esteem 
problems that most women who become addicted have, they neeu 
consistent outreach and a lot of bolstering of their feelings that 
they are worth somebody p^^ying attention to before you can get 
them to come into treatment. And in Michigan, we are seeing this, 
in at least three ways that I am familiar with. One is in battered 
women shelters where it turns out the substance abuse people do 
not know very much about how to work with those women because 
fhoy arc not seeing them yet. They are several years before they 
actually show up in treatment programs. I think the "Families 
First'* programs in Michigan decided deliberately not to exclude 
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people who were addicted from that family preservation work, 
which has been the case more in other states, and they are sudden- 
ly faced with what do we do with all these folks, some of whom 
need treatment, some of whom may not need treatment, but they 
need some kind of sophisticated work around developing substance 
abuse programs. And we are seeing it in the homeless shelters 
where there is clearly a very high level of use and people who have 
never been in a treatment program or have been in and out like a 
revolving door. 

There was also an innovative study some years ago in emergency 
rooma where they picked up women who were coming into emer- 
gency rooms either with child problems or adult problems, never 
been in a treatment program at all but with very severe addictions. 
Most of our treatment programs have not the foggiest idea what to 
do with those folks. 

Mr. Atkins. Before we leave the Medicaid issue, I think the 
study that has been done in Illinois has been replicated in some 
other parts of the country and that is the cost offset of treating 
people with alcohol and substance abuse problems and the net sav- 
ings almost immediate to the health care system for members of 
the family as well as the substance abuser. 

Chairman Miller. We cannot get any credit for that in the budg- 
etary process. 

Mr. Atkins. Well you would because the public aid dollar auto- 
matically goes down. Our research can show you 

Chairman Miller. I mean in Congress when we try to factor in 
that kind of increase for treatment, you get no offset for savings 
that you may realize. It is an in-house problem that we have that 
prevents this kind of approach. 

Anything else? 

Mr. Levin. No. 

Chairman Miller. Congressman HoUoway? 

Mr. Holloway. Courtney, let me start out by saying we appreci- 
ate you coming forward and giving your testimony. We hope your 
life is totally straightened out and you are very productive as a cit- 
izen in the future. 

I just want to ask you one question. When you had your first two 
children, of course you were an active addict, and you refused help. 
Do you feel that an individual such as you— and I think you pretty 
well testified to this— is better off allowing your child to go up for 
adoption? If you do not feel this way, do you feel that there should 
be pressure from the public to allow that child to be put up for 
adoption? 

Ms. Chisholm. Courtney is asking that you repeat the question. 

Mi. IIoux)way. Well what I am asking is when a woman— and I 
am speaking of you in particular since you are an excellent exam- 
ple just having testified — is an active addict and chooses to contin- 
ue using drugs and refuses help, in these cases, do you think adop- 
tion should be encouraged? In other words, do you think in the 
cases of your first two children, you should have been encouraged, 
if you were not wilHng, to give them up for adoption? 

Ms. X. Yes. 
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Mr. HoLLOWAY. You feel your children are better off today, your 
first two children, than they would have been trying to follow you 
through those years of your life. 

Ms. X. Yes, I do. 

Mr. Houx)WAY. That is the only question I realiy have. However, 
I would like to say I am very thankful for the help that you are 
getting and the fact that you have a third child and you are hope- 
fully able to raise that child in a good family. Thank goodness for 
that. We appreciate you coming forward and being willing to testi- 
fy to us. 

I guess the most outstanding or unusual testimony that I have 
heard comes from Ms. Poland. In your testimony you stated that 
among the four groups of women you studied, education or the 
amount of health insurance did not contribute to the amount of 
prenatal care or birth weight. I wish you would expound upon that, 
I find that totally flabbergasting, to say the least. 

Dr. Poland. We were surprised also, but we found that there 
were no differences in education. The average yeare of education I 
believe across the four groups was something like 11 years, four 
months of education. In other words, just under high school, but 
there were no differences among the four groups. And the same for 
amount of insurance the women had or whether they had any in- 
surance at all, the women were no different in this. 

Now we do find significant differem es when you take a look a* 
access to prenatal care only, in that women who have less insur- 
ance get less care. In many cases, however, when you look further 
at this, it is not not having insurance, it Is not seeking it. But we 
did not find it when we took a look across the four groups. 

Mr. HoLLOWAY. That is very, very unusual from what we hear in 
Washington today. 

Mr. Atkins, of course I want to go back just a second to Medicaid. 
I want to know how you all cross the line without— how were you 
all able to use Medicaid, the reimbursements from it without us as 
big federal boys coming in and doing it for you. 

Mr. Atkins. As I said. Congressman, Illinois was one of I believe 
six states in a HCFA study that was done over five years ago 
before I came to the Department. That study I believe is still 
around and may be useful to look at. From there, we approached 
the Department of Public Aid in Illinois to rewrite the state plan 
and to include that. The Department of Public Aid in Illinois does 
reimburse for residential services, but they do not collect the reim- 
bursement from the federal government, so they do not bill it out 
to the feds. That is a sore point between myself and Director 
Pester, but one we would like to see a solution to. 

Mr. HoLLOWAY. On page 6 of your testimony you said the public 
education plan you model your program after— could you give us a 
little more information on that, and basically compare it with the 
basic cost of your education. 

Mr. Atkins. The I~PASS plan? 

Mr. HoLLOWAY. Yes. 

Mr. Atkins. I would be glad to. Basically what we did was take 
an area and saturate it with public information about smoking, al- 
cohol and drugs and the effect on young children, and we concen- 
trated on, as I said, women 20 years of age and younger. They did a 
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controMed study and I would be glad to see that the Committee 
gets a copy of that controlled study. What they found basically was 
that it does have an impact and that both intensity and duration of 
information delivered in an appropriate way can help change peo- 
ple's behaviors and we saw a reduction in the infant mortality 
rates in that particular neighborhood. We are now taking that and 
replicating it into the high-risk infant mortality communities in Il- 
linois to support what we believe needs to be a comprehensive pro- 
gram, ranging from prevention and education all the way through 
to the after-care and continuing support systems for this popula- 
tion as well as all other populations that need specialized help. 

Mr. HoLLOWAY. How much did this cost you? 

Mr. Atkins. I believe we had about $200,000 into that study and 
that includes the research side of it. 

Mr. HoLLOWAY. One other question that I would like to ask you 
is that maybe the only solution on a nationwide basis, or the best 
solution we have, is working with the churches to try to educate. 
How did you work your program so that you were able to work 
with the churches and dioceses of your state? 

Mr. Atkins. We have a very strong relationship with both Catho- 
lic and Lutheran and Baptist organizations and have worked with 
the Jewish community as well. We find it to be a very appropriate 
system to deliver prevention and education and early intervention 
services, so that ministers who come in contact with people day in 
and day out that have substance abuse problems or parents who 
have children who are abusing, have access to refer these individ- 
uals into the treatment system and we can outreach to the families 
and to the homes that are identified this way. 

We approached them, they were more than interested in working 
with us. They, like many other community organizations, physi- 
cians, teachers and other people that come in contact with people 
all the t?me, see an awful lot of this in their lives and as a helping 
group, they are anxious to find places to send them to, so they were 
very receptive. 

Mr, Hollow AY, I guess to me that would be very much like send- 
ing a worker in from the suburbs of Detroit into the inner cities to 
solve the problems versus a church group that knows the problems 
and knows the families, being able to go in and help. I guess we all 
believe in a separation of church and state, but I think we are 
going to have to use the churches in our country to be able to solve 
some of these problems, or else I do not see a viable solution to 
them. Especially, in the rural areas; parts of this country that we 
cannot reach through a hospital. 

Thank you very mucii, all of you, for your testimony. 

Chainnan Miller. Congressman Durbin. 

Mr. Durbin. Thank you. I only have two areas and I think we 
covered most of the major points here. But it seems that when we 
are talking about addicted mothers, we are talking about a woman 
who has made two decisions. The first decision related to addiction, 
the second decision, except in those cases wher^ the pregnancy was 
the result of a forced crime, incest, rape or something, there is a 
decision on the part of the woman as it relates to becoming a 
mother. 
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J am wondering if you could teil me what you found, perhaps Ms. 
Chisholm, in your experience at the center there, what is the atti 
tude of the women that you work with about birth control, about 
abortion, about alternatives to avoiding or ending pregnancy? 

Ms. Chifholm. I first have to beg the issue, the women making a 
decision to become parents, to become impregnated, to become even 
aware that tlie pregnancy exists. We could have a woman actively 
enter our doors in her seventh, eighth month of pregnancy and still 
deny the fact that she is aboul to '^ive birth What we have to work 
very stringently toward is breaking through the denials, helping 
the woman understand herself, helping her understand the parent- 
ing issues. 

The substance abuse portion of this woman's life becomes the 
precipitator of everything else that happens with her. That is the 
number one mandate. It is to mask all the other things that you 
mentioned, it is to mask the incest, it is tc mask the rapes, it is to 
mask everything else that is happening m that person s life that 
they cannot or choose not to deal with at that particular instant 
Thf.t is why they use drugs, it is to alleviate the stressors, it is to 
forget them, it is to not to have to deal with them. 

So we do not find people who are consciously aware, who ai 
coming through our doors saying I have be^.i victimized and that is 
why I am a substance abuser. 

Mr. DURBiN. If I could go back though, maybe I was not clear 

Ms, Chisholm. Sure. 

Mr. DURBiN. If it is not a decision as to pregnancy, there has to 
be some — should be some sort of decision as to birth control Are 
you suggesting that this type of addictive mind is not prepared to 
even deal with that question on birth control? 

Ms. CHiSHOL>i. I am saying you are exactly right. In the addic- 
tion, that is not even a part of the decision-making process It is 
something that the women will learn as a part of treatment, but 
we first have to get them there, that first step has to be taken 

Mr. DuRBiN. And as they come out of your treatment, is that 
part of their education? 

Ms. Chishoijvi. It very definitely is a part of our treatment, to in- 
troduce to them self-care, self-esteem, self-help meth And that 
IS understanding one's self. To understand yourself, yo need to un- 
derstand your body, you need to understand where you come from, 
all the issues of self-esteem 

Mr. DuRBiN. I met one of the mothers at your center v/hen we 
vdsited earlier this morning and it was an interestmg conversation 
She talked about what life was iike~I believe she referred to an 
area Highland, that 

Ms. Chisholm. Highland Park, 

Mr. DuRBiN [continumg]. She lived m. and the availability of 
crack and how th^ street price of crarV has gone down from $20.00 
to S8.00 and hov eas} and available a is. And she said, ''Well the 
weekend is over," in kind of a— she gave me the impression it was 
kind of an anx.oas 'ame, Monday morning, to see how many of the 
mothers had -^eer able to live through a we<*kend and not use & 
substance, ^rack or whatever it happens to be. And I can under- 
stand that. That is a period of 48 hours maybe since you have seen 
that mother. 
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Ms. Chisholm. Uh-huh. 

Mr. DuRBiN. You talk about the whole nature of your process is 
to disrupt the life pattern, to bring a mother and her child out of 
the temble environment, bring them into the center for a period of 
months, maybe even longer, to try to get them to lake a brand new 
look at their life, but it all comes to an end. In CJourtney's case, it 
mil be in May, and then she is going to have to look to another life 
after that. 

Ms. Chisholm. That is right. 

Mr. DuRBiN. What kind of preparation, what kind of training or 
what kind of ex;.3rience is offered to this woman so that now since 
she does not have to report in on a daily basis, she can S6*y "I can 
do this myself,'' what can you add to that? 

Ms. Chisholm. There is a full introduction of— there is a knowl- 
edge base of coping skills; how to say no, and what is more impor- 
tant, .vhy one should say no. We have heard of the ''Just say no'' 
campaigns, and we know why they do .ot effectively work in a city 
such as this. It is like take that nice addiction, any addiction that 
vou may think of, take the folks who may say to you, "Before I 
have the first cup of coffee in the morning, I am not a human 
bemg, do not even talk to me." Just say no to that cup of coffee. 

Sometimes we have to look at the fact or the person who associ- 
ates every good meal with a cigarette— do not smoke. How easy is 
that? I think when we thi.ik of our own nice addictions— and I was 
horrified when I reau a book, and I love chocolate, that was called 
From chocolate to heroin". You have to understand that there is 
an addictive personality* addictive pattern that has to be educated. 
We do it through education. We teach them why. And we do not 
criticize the history, what we do is say there is a history, you 
cannot change that, but you have every reason to and you should 
impact on your future. You do not have to stay in this, get out. 

Mr. DuRRiN. Courtney, let me ask >ou about your future, where 
are you headed after graduation, what is your future? 

Ms. X. What is my future? Well I have set a short-term goal for 
myself and a long-term goal for myself I plan on going back to 
school and I would like to be a nurse. Well that is my long-term 
goal, but my short-term goal is to take a few courses in substance 
abuse and, you know, maintain sobriety and after, you know, my 
year of being sober, help someone that needs to be helped and 
wants to be helped, because it was so freely given to me. 

Mr. DuRBiN. Good for you. I think the fact that you made it 
tnroagh this hearing today is an indication you are off on the right 
start. Good luck. 

Ms. X. Thanks. 

Chairman Miixek. It ce ^ainly indicates you have a lot of pa- 
tience. [Laughter.] 

Thank you very much for your testimony and for your help. And 
Beverly, if I might, let me jubt thank }'ou very much for helping us 
to arrange this hearing and I think that Detroit ought to be very 
proud of this hospital and of your treatment program. 

Ms. Chisholm. Thank you very much. 

Chairman Miller. It is what brc '^ht us here and I think we 
have learned a great deal. 
Mp. ^IJhisholm. There is a very capable staff out there. 
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Chairman Miuler. I am sure of that. 
Ms. Chisholm. Thank you. 

Chairman Miller. None of us would be sitting at this table with 
out staff. Let me also say that I think this has been very helpful in 
terms of our trying to get a more complete portrait of these women 
because think, just as sure as the san comes up, we are going to 
have another drug initiative before the election. It seems to coin- 
cide with election years. I think for us to really try to do our best 
in terms of national policy, we need to know more about these 
women. Unfortunately I think today we spend most of the time 
sort of condemning the outcome and that has not been terribly 
helpful in terms of mitigation. Thank you very much, all of you for 
your help. 

You are excused. 

It is the intent of the committee to continue straight cn through 
and with that, we will hear from our second panel now if they 
would come forward. Randall Todd, who is the Director of Health 
Promotion and Disease Prevention for Kent County Health Depart- 
ment, Grand Rapids; Joyce Scott, who is the Executive Director of 
West Side Futures; Maisha Kenyatta, who is the Director of Hope, 
Unity and Growth from Detroit; Lisa Potti, who is the Program Co- 
ordinator, Mother and Infant Substance Addiction Network, De- 
troit Health Department; Charlene Johnson, who is the President 
and Chief Operating Officer of REACH, Inc., who will be accompa- 
nied by the Reverend Lee A. Earl, who is the pastor of the Twelfth 
Street Baptist Church and Chairman of the Board of REACH here 
in Detroit. 

Somehow we are going to have to fit you all in here Maybe what 
we can do is take you in the order— Mr. Todd, Scott and Ms. Ken- 
yatta. We may have to juggle chairs here a little bit, but we are 
anxious to hear your testimony. 

V.^ur prepared statements ?nll be placed in the record in their 
entirety. The extent to which you can summarize would be appreci 
ated so that we will have time tor questions, and also the extent to 
which you feel the need to comment on something that you heard 
here before, please feel free to do so. That is helpful to the Commit 
tee. 

Let me also say while we are changing panels here, for individ 
uals in the audience that believe they have something they want to 
contribute to the subject matter and to these hearings, the record 
of this hearing will be held open for a period of two weeks, so if 
you have something that you want to submit, you are more than 
welcome to send that to the Select Committee on Children, Youth, 
and Families, House of Representatives, Washington, D.C. 20515, 
and we would welcome that ?b part of the formal record of this 
hearing. 

With that, Mr Todd, we are going to start with you. Any other 
conversations— if we could ask if yon would have your conversa- 
tions outside, this room is very conducive to conversations in the 
back coming right down here, so we will ea^'esdrop on ^ur conver 
sations if you do not leave the room. Go ahea'i, Mr Todd 
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STATEMENT OF RANDALL L, TODD, DIRE(TOR. HEALTH PROMO- 
TION AND DISEASE PREVENTION, KENT C OI NTY HEALTH DE- 
PARTMENT, GRAND RAPIDS, MI 

Mr Todd. Thank you. Mr. Chairman and members of the Com- 
mittee for giving me the opportunity to speak today. 

You have been hearing a lot in previous testimony about illegal 
substance abuse and I would like to ask you to shift gears a little 
bit and consider abuse of a substance by pregnant women which is 
completely legal in this country. I am speaking of tobacco use by 
pregnant women. 

We know that tobacco used during pregnancy is an important 
nriodifiable risk factor with low birth weight and it ib also correlat- 
ed with increased risk of early fetal loss. It is projected that if all 
pregnant women stopped smoking, the number of fetal and infant 
deaths would be reduced by ten percent. It has also been estimated 
that an average cost of neonatal care is $189 higher for infants 
born to smokers Those are 1983 dollars. Smoking in pregnancy has 
also been linked to post-natal complications and smoking doubles 
the risk of sudden infant death syndrome. 

Now some attention certainly needs to be paid to reducing this 
type of risk And traditional smoking cessation clinics usually in- 
volve multiple educational sessions offered over a period of weeks. 
These impose some transportation and time constraints on the 
pregnant population In recent years, we have seen a trend toward 
some self-help programs for smoking cessation. These techniques 
generally rely on a lot of written material and rely on the ability of 
the individual to read that material and their motivation to read 
that material 

I would like to describe briefly tc you a pilot project that we 
tr:ed in Kent County from August of 19>^5 until August of 1986. We 
proceeded with this project through funding from the State Health 
Department, v/hich was then called the Health Education and Life- 
style Project, and this was one small component of that project. 
Our initial intent was to simply provide women who enter our spe- 
cial supplemental food program for women, infants and children 
with some additional information that they normally do not get in 
receiving that care, about smoking in the hope that they would be 
able to quit 

We were fortunate to have a doctoral candidate who now works 
for the General Accounting Office, his name is Jeff Meyer, who 
needed a dissertation project at the time, and so we developed a 
quasi-experimental design where we were able to bring the women 
in, we did a pretest interview with them, found that 42 percent of 
the women entering our clinic, the pregnant women entering our 
clinic, were smokers. That compares with other estimates of smok- 
ing among women of child-bearing age of around ^2 percent nation- 
wide Some other estimates from other WIC programs in other 
states have found similar percentages of smoking among WIC 
moms, -n the neighborhood of 40 to 45 percent, depending on wher^ 
you ask. 

It is also a general feeling that a very small percentage of WIC 
moms actually stop smoking during their pregnancy So we felt 
this was an important group to intervene with, 
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After identifying the smokers as they came into our clinic, we 
randomly assigned them to one of three different groups. We had a 
usual care group which got the standard information that it is not 
a good idea to smoke during >our pregnanc>, we then had a special 
information group that received some additional counseling, about 
ten minutes worth, from a health educate: and then we had a mul- 
tiple component group that received the same counseling informa- 
tion but had an additional ten minutes of behavior change method- 
olog> shared with them. The> were also given a self-help manual 
that they could take with them Primary behavior change tech- 
niques were self-monitoring and self-contracting. 

We followed these women up at their first visit to the WIC clinic 
postpartum and reassessed their smoking status, asking them 
about their smoking at the time of deliver> and about their smc*<^ 
ing postpartum We did find that we had a slight reduction in a.. 
ihree groups, we got an 11 percent quit rate in the multiple compo- 
nent group that had the 20 minute intervention with the informa 
tion and the behavior change techniques. 

We feel that this is important Ten percent ma> not seem like a 
whole lot, but if >ou look at smoking cessation programs nation- 
wide, 20 to 30 percent is what you would expect to see in a clinic 
that sees patients over a period o^ seven to eight weeks for a couple 
of hours at each session. Here we had a 20 minute intervention, 
which was ver> brief, did not interfere very much with the clinic 
flow and yet achieved an 11 percent quit rate This, coupled with 
the fact that we have a high rate of smokers in the WIC clinic, that 
we do not have any problem with recruiting women to the WIC 
clmic— in fact, most WIC clinics run waiting lists of people trying 
to get in. We see in our clinic in Kent County in the vicinity of 
4,000 pregnant v^omen coming through our doors each year, 42 per 
cent of them being exposed to this intervention and 10 to 11 per- 
cent of those quitting we feel is quite significant and can result in 
some cost savings. 

Unfortunatelv, with the cessation of our grant activities, we also 
had to cease the intervention We are presentl> pursuing some 
other sources of monev so that we can reinstate that 1 think it 
would be ideal if it were implemented in WIC clinics as a basic 
part of the WIC service, much in the same wa> that nutrition edu- 
cation IS a basic part of the WIC service We frequentl> are asked 
to inereM^e our caseload, there is usuallv mone> attached to that 
request but often that mone> is barel> adequate to staff so that we 
can provide the basic required services 

This technique has been tried elsewhere in the atate with some 
what h»ss success and I think the differences are ir.oLru"'' ive In 
other places where it has been tried with the WIC population, the 
clients have been asked to ret^^n for a separate session. That did 
not work as well, it seems i<» be important to getting the participa 
tion We had M percent of the smoking moms agree to participate 
in our study. We do not feel we would have gotten that kind of par 
tie I pa tion if we had made them come back to a .'5eparate session, v.* 
got them when they were in the clinic 

The other thing that I thmk is important is that our interven- 
tionist was an integral part of the WIC staff We had her work on 
the staff, with that btaff for two months before we even began to do 
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interventions, »o she was very much a paii; of that team> And in 
other places where this has been tried, the WIC staff may in some 
ways, knowingly or otherwise, sabotage the efforts of the interven- 
tion team for smoking cessation. 

So we felt that this is something that should be considered when 
you are talking about substance abuse and Ihe effects on prenatal 
care. Even though this is a legal substance, we feel that it should 
be addressed because of its devastating effects on the moms. 

Thank you. 

Cheurman Miller. Thank you. 
Ms. Scott. 

[Prepared statement of Randall Todd foUov/s:] 
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Preparbd Statemknt of Randaix L Todd. D.HSC, MPH Director. Health 
Promotion and Disease Prevention, Kent County Health Department. Grand 
Rapids, MI 

Mr. Chairman and iiember^» t^e cotT^Tiittee. thank you for qwing'm^ the 
opportunity to speak on be^^^H o* thousandi of infants who are bcng a tersely 
afftcted by tobacco use I understand that one of your primary focuses has 
^een on the effects ot illicit drug use among ..egrant «omen. I would invjte 
you, however, to vonsider the effects of .1 substance which is coinpletly legal 
in this country. whiwH is used by 'tiore thaf^ 2S pc"cent of pre^jnant wonen and 
*f>;'-h has been scientifically demonsfate 1 to have serious adverse side 
e'fects on the unborn fetus iid neonate. 

Smokin:^ of tobacco durinq pregnancy 'S an inpo^t.int modifiable risk factor *ur 
low birthwe^ght. and 's also »worrelated with increased risk of early 

fetal loib. (3. '5 It IS project* nat ^f al' pregnant women stopped s.nokmg, 
the numoer of fetal and m^'^nr ip^ths ^ou' ^ be '-edjced by 10 percent. (3) An 
estiinate of the average cost 0* neonat-il c^re -s $139 higher [\'^^) lollars^ 
for infants born 'o STiok^'rs. SiTio<ing n prt^gnancy has i'so ^^ei I'nkt"! to 

postnatal complications, Smoki-q doubles tv r^SK 0* Sud Jen Inf.jrt Deif^ 
Syndro-ne 'SIDS). 

CUarly, attention needs to b^ gwen this problem and methods need to to 
developed that wiM help oremant -(jmei qu 1 1 s.!io<ing or a least reduce their 
consumption of tObaccO during their pr-gnancy. Traditional smoking cessation 
programs generally utjli:e T.ultipW* educjtionai sessions often spread over a 
ti«ne frame of several weeks. Such programs o*^ten impose t»rr.e atid 
transportation barriers to l^e pregnant population. Recently, thery has bCnn 
a significant trend toward the use ^elf-help nater^als ^'or sno^mg 
cessation wnich can be Jtili.'ed ar -ndwidua! without the ne^^d ^or 
attendance at formal climc sess ons 
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These techniques raust rely hejvily on the abihtv ind motivation of tne 
individual to reaJ the seU-help literature. 

I would like to share with you an approach to overcomng these barriers which 
was utilized on a pilot basis in the Kent County Health Department wlC Chmc. 

The Kent County WIC Clinic currently sjaintains an average .monthly casrload of 
just over 6,000 clients. We ire presently in the midst of expanding to s»»rve 
an average montly caseload of 8,000. At this level we wouH anticipate 
approximately 4,000 pregnant women would utilize the WIC clonic over a 1? 
month period. Approxinwtely 42 percent of pregnant wonen utMizing KZHZ'i wIl 
Procjracj are current smokers. This compares with an estimated 3^ percent of 
all women of child-bearing age who suoke. 

During our pilot, 81 percent of the smokers identified agreeJ to 
participate. Participants were randomly assigned to one^o^ three groups. 
The usual care fuC group received printed infor^jtion about the risks or' 
s-uoking during pregnancy and corjiplcted the clinic in the traditional -Rdnner. 

The multiple component (MC^ group received a 20 nmute one-to-one counselino 
session which included both risk information anj behavior change components. 
The risk information component e.aployed the Becaus e I love My 3a bv materials 
developed by the A.Tiencan Ljng Association. These natenals included a '*:np 
chart" used by the health educator in presenting the infonnat:on and a printed 
brochure given to clients to take home. 

The behavior change coinponent of thy MC mte'-veition em^lGyel a self-help 
manual adapted ^rom Windsor, et al (5^ and fron the American Ung 
Association's Freedom Froci Smoking program Benavioral corcracti-ig and seM- 
monitoring were the prim<»ry strategies. An individual behdv^orjl contact was 
developed dvrmg the session which specified a quit dato and s^ie:tion some 
significant other as a co-signer. Self-monitoring incl jdel c*iarts of 
recording daily smolcing behavior, and tue deveiOpinent o* an • n^j- v Ijil i :e'l 
plan of action for breaking recorded behavoral chains 

The risk infortnation (RM intervention w<i^ . face- to- f<3C^ SPSS'^f> abojt i: 
minjtes duration. The health e'^^^..cor useJ the same "*1id ch^r:' ds th^. Mc" 
group and provided the factjal brochures, bJt 1' ^ not prese'^t ^e^^ivior c'la'igp 
counseling, or furnish tie se" -he^ p Tianua 1 . 

Of the three groups, those :M»nts receiving : k mc i nte'-v^?: m'> ic^^.^vrJ l^e 
best resiiUs, Tne MC group ^a j a quit rat-,^ 1; percpot 

Impleraentation of the ^C ^1et^odolc?gy js a '"outin^* part .^i: Cir« 'or all 
pregnant smokers wouiJ requi e the addition o' professional sr^'* at i cov' 
approximately $19,000. ^'^-s is a relatively smjli anount of none/ ^hen 
'•'^'"oar^'d to O'jr o^et'd^l County* k!'' ' "^^e! 'rjt- j S'56,C0'J. 

Unfortunately, increases m wi: funding are always attach^^d to r^'^u i rement > 
for «ncrfiase m caseload thus ^laVinq it mposs-'^le to a *d t-vMn ^ p^,t.t,tie 
staff resource to address fms important area, .ocallv, we if^ iir^jd/ 
contributing more than SHO.noo -o the j^IC nud^^t ;usr ?o r.f^rt Thf b^-i^- 
T equi rements. 
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I j*ould also shjre with vou the fact that s'Tsiliar approaches have beon tnel 
)n othe'" '0C3l WIC programs in Michigan with less promising results. I 
believe it is impor ant to understan^J some of the differences which leJ to 
better results in <^nt County. First, our program delivered Us intervention 
during the regular c mk visit. We would not have had an 81 percent 
participation rate if we had asVed smoking WIC mothers to return for 4 
separate session. Secondly, mre utilized our own staff to deliver tne 
intervention. A hR c^^nic is an extremely busy and often confjs'ng place. 
In order for snok^ng nterv.-ntioni t) be truely integrated into the WIC 
program, it 'S essentMl that the entire clonic staff understand and be 
coi^Tiitted to the concept. 

In SuTWiary, wc hav seen that Sfflok.ng rates anion'j pregnant A\' carets e«c*?eds 
the average rate of the population. There is no recruitment prob'eTi to get 
clients into the WiC prograi^. In *'ict» we generally have a waiting I'.st. 
Once HI the WiC progrjm a large percentage of siTio><,ers will agree to 
participate in 3 s-no^ "ig intervention of fere ^ anj f it joes -not require an 
addit'onal trip to the clmic. 3rie* vio^mg i ntef veni:on> i?0 n^n^ites or 
less^ can be integrated into the i^l'" c'in»c f'ow wit^^ a tiiniTal ^'Jt cntiril 
adlUion to orofessional staffing l^v-^ls. S'jch :)rie* i ntervenr ' on^ tan 
de'tionstrated to produce quU rates in e<cess of ! percent 

''he #;rC prograTi should be expanded to m-lude '>fTiok]n3 ' nt e'-vont 1 ons ilon*] with 
the nutrition education and provis-un of ^upplornent Jl food t^>et have proven 
effettwe over the last 10 years, "he <jddi*iona- cost of these 
interventions shoull be recogn'.zei wit*") appropriate ad jus t-nents to r'^e laial 
sta'^mg grants. In '^ent Coii-nty wf i3ve ^li to iilerr^pt uur provision u* 
th's neeiei"* ^ie^vici* wn 1 1 e we por^ue ofer fundin-] mpcndTisns 

''nani /ou *'or vour ■it^e'^t'on aid rons i>^rit.ior. 
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STATKMENT OF JOYC K SCOTT» KXFX I TlVK l)IRE( T()K. WKST 
SIDE FUTURE, CHIC AGO. II. 

Ms. Scott Thank you. My name is Joyce Scott and I am the Di- 
rector of West Side Future, which is one of the ''Families with a 
Future" programs that was previously mentioned by Director 
Atkins. 

We are a community-based and state-funded infant mortality re- 
duction program We originally received our funding in 1986. The 
overall purpose of the program is basically to attempt to lower the 
infant death rate in our particular community area, as a part of 
Illinois* statewide initiative to deal with this particular problem. 

We have a wide range of services that we are responsible for 
either providing directly or linking to other service providers. We 
conduct outreach and identification within our service community. 
We refer clients and link them to other service providers. We pro- 
vide case management and also basic concrete services, infant 
clothes, formula, cribs, that kind of thing. 

One of the things that v/e began to discover when we went out 
with a very broad issue of lowering the infant death rate, when we 
got into our community— in this community, the population is very 
varied and diverse. We have 4G percent of our community area, 
which is the near west side of Chicago, that lives in public housing. 
We have three CHA or Chicago Housing Authority developments 
that are situated withm our cpmmunity. We have large numbers of 
institutions but we also have a very upscale housing segment and 
populations that we have to contend with where we have homes 
that may run as much as $250,000-$275,000 per unit. 

One of the things that we immediately noticed from the incep- 
tion of the program was that there was a previously unacknow- 
ledged problem with drug use. We were finding anywhere from 30 
to 50 percent of our population that were either known or suspect 
ed drug and or alcohol abusers. Many of them were suspected, we 
were identifying them because they were eight, or nine months 
behind in their rent, they were constantly in our program sites 
seeking emergency food, emergency formula. One week after get- 
ting the WIC stamps, they would come in needing emergency for 
mula for the baby and supposedly the baby would have used 31 
cans of formula in seven days. So it was those kinds of things 
where we constantly had clients in that would make ub begin to 
delve closer in terms of what the problem wad. 

Unfortunately, West Side Future was not alone in this realiza- 
tion. There are ten other networks within the city, 15 total within 
the state, and the same scenario was surfacing from all of those 
particular networks, ie., that there is a major drug problem, and 
worse than that, <^here is a very real lack of treatment services *n 
particular for pregnant women. 

We became very adept at negotiating with physicians on getting 
drug treatment for women. Unfortunatel> at that time, the issue 
was you could get a woman admitted as an in patient to a hospital 
for treatment only if there was a problem with the pregnancy. You 
could not go in with drugs or alcohol being the major issue So we 
became adept at negotiating with service providers in terms of ac 
quiring those services. 
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The other problem, along with lack of treatment, was the fact 
that we found we really needed to begin to change our focus. When 
we thought about what the needs were of the women, we had to 
look at family centered approaches, a lot of what you have heard 
here today. Our population is very young— our client stats indicat 
that 90 percent of the women we serve, and we currently maintain 
about 1200 open cases per year, 90 percent are 25 years and under. 

What we found with many of these young women is that their 
initial introduction to drugs or alcohol was either through a hus- 
band or boyfriend If they were not the precipitator, then generally 
they also had a drug or alcohol problem themselves. So if we went 
into that family seeking to acquire treatment just for the woman, 
we were guaranteed to be unsuccessful because half of that couple 
would not gel services. 

The other :ssue too was a L k of supportive services, i.e.. child- 
care. In the rare instances we could get in-patient treatment, 
women could not utilize it because child-care could not be arranged 
or they had to be prematurely terminated becau.se child-care plans 
fell through. We also found that to be a problem with out-patient 
services. As I stated, we have a very young population, many of 
them have several preschool children. So even when you talk about 
out-patient programs, and you are talking three, four, five hours 
per day, child care becomes a major and necessary need in terms of 
women accessing those particular services. 

That is just a nnnor list of the type of supportive services that 
need to be focused on and coordinated when we are talking drug 
and alcohol treatment for women. 

We are pleased though, as Director Atkins indicated, that the ad- 
mmistrators in Iliinois, tht Department of Public Health, Alcv>hol- 
ism and Substance Abuse and the Department of Children and 
Family Sei-vices did listen to the service providers and we have re- 
cently received funds for the ''Drug-Free Families with a Future" 
initiative We have received funding to institute in each of the 19 
communities in Chicago very specialized case management units 
whose primary focus will be women who are pregnant or parent- 
ing, who ha^e drug and alcohol problems or who are HIV positive. 
They will remain in the program until the> are drug or alcohoi 
free. It is not related to the age of the infant, which is the case 
with our core population which we have to terminate once the 
infant reaches one year of age 

Another piece that we are very pleased with is that very soon, 
hopefully, the Department of Public Health will be authorizing the 
salary for a full time case manager at the Cook Count> Jail. Basi- 
cally what has surfaced is that Cook County currently processes 
about seven to eight thousand women per year. Of that population, 
anywhere from four to five thousand are pregnant during any 
given year, and that is those that are clearly pregnant. If you 
tested for pregnancy, you would probably find the population 
woald increase. 

Right now the difficulty ib, although they receive prenatal care 
in the hospital and most of them are in because of drug or drug 
related charges, once they are released, they are lost to the system 
for the most part There is no way of tracking them. The proposed 
case manager's exclusive purpose will be to identify them and link 
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them back at the local level to West Side Future and its counter 
parts, to the specialized case management programs. And when 
they are not within one of our areas, because unfortunately we do 
not have comparable programs across the city, they wii^ minimally 
be linked to medical care for prenatal services and to dr jg or alco- 
hol treatment programs. 

Basically, in particular at the local level, we have realized that 
in order to be in any way successful, we have to look at a very com- 
prehensive and coordinated service delivery system. It takes time, 
it takes energy and it is difficult, but it is not impossible. Within 
our network we have written linkages with major health care pro- 
viders, with small social service agencies, with schools, with 
churches and a variety of other institutions, and we clearly feel at 
the local level and also the administrative btaff in Illinois, that this 
is one means of attempting to provide the kind of services that are 
needed by this population. 

Mr. Levin. Who is next? Maisha Kenyatta is next on the list 

[Prepared statement of Joyce Scott follows: ] 
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Pkeparkd Statement op Joycf Scott, Director, West Siuk Futlre YMCA of 
Mktropoutan Chicago, Chicago, IL 

It A» a pleasure to speak with you thiH mottuot! un the issue of 
treatment options for ttubntancc nbusittg ju rKMtiut and ptticntinf; 
wcaon. My comacnts are derived from m> experience au Ih 
Director of West Side Future, n diviaioa of the \>\CA oi 
Metropolitan Chu'uiiu, and fourteen yefti» as ti pi o f ess i una H > 
trained Social Worker in comounit> ni»d i ns 1 1 1 ut i una 1 1 > baHed 
protfraoa • 

Wc«t Side Future is one of f t f tt'cn Infaru Mortal il> Reduction 
Networks in the state of niinoia. v»r initiated »ei\A«„e8 in June 
of 1986. This proi(ram> as is true uith the others, is lOmmunitj 
and directed through the efforts of a variet> of loi'ul *Lrvice 
providers. We have three program sites thar aie based within the 
three public housing developments ui oui iu>mini>'i 1 1 > . From the 
beginning, in our efforts to address the high mfwnt death rate 
in our area, it became increasingly dear that an unacknowledged 
factor was operating. That was the higti mridrnce of di ug and 
i*lcohol use by the women wi* were attempt ug to srrvc. This was 
also surfacing withm the other Networks in the state. 

As West Side Future communicated its concerns to the Chicago 
Department of Health, the lead agency, and the Illinois 
Departnent of Public Health, the primary funder, we also raised 
the iseue to tl)e dearth of treatmertt programs directed towards 
pregnant, in particular, and parenting women. Treatment 
programs, for the most part, were unequipped to serve this 
population. There were the medical issues imolved in providing 
drug or alcohol treatment to a voman "ho is pregnant and the 
multitude of supportive services that are needed to insure 
successful trcntaent. 
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A» we worked with theso familu-s, so\oinl iioctiH nurfi\cod m 
addition to the lack of trontmoiit scr\\c(»», One was tlu.c wi» musl 
aerve the "family" and not simpl> the ulont » f \ r<l female. In many 
instaneea, the >ounti uomon woim* uiLrodutod If dt oi iiliohol b> 
their partner. When that was not the »aj*o. oftjMi the jjartuor was 
also an alcohol or druK abu80/. Thoreft>ro, wo would be a8sur<»d 
1 imi ted ,8u^;ceaB if wo concentrated on "one-half" nf the couple. 
ChilJ care alao surfaced as a major nood . When wor«' able to 
arrange inpatient treiitmont, ii ^n.s fro(]UiM\t)\ not utilised or 
prematurely i iit or rupt oil hor num* of the I ii» k nt thild luir. rhiNI 
care is alao a coiu u*> n with iMit-pntiont UuMitwrut. MaiiN cf thrno 
wowon aro >ount: aud Utwv so\oinl pio-n. Inn.l »hiltlion. Ihoioroir, 
ohild care was nece»«aiy to a i t ouiian* <• u« .lut-pntioat pio^iams 
These are simply some examples nnd does not include othoi ueedi., 
such OS, short and lonj;-torn housintf. 

I am pleased to report that Illinois uhiu m i , .» t <. j »{ Unw 
responded to the concorns !4urfn«in>t out ot t ho I .>w» I 
comraualtiea. All of the notuuiks ui-io ic^.mIIn fundo.i to rioNolop 
specialised Case Manngemont units to sotno pii^jjnnnl 
and parenting women who are drug and ii 1 . tdu> 1 ' abusers' nnd loso 
who are HIV pos^itive. In oonrort with this fundinu, tho 
Uepnrtment of Alcohol an Substniiro Wmsv him funded \u pntiont 
and out-patient treatment pro«;iams that o\clus\voly sorve 
pretfnant and p&rentinil foroales. Tho Department of Childion and 
Family Services is nl«*o work » lift oo Unbo i at i \ o 1 > ». 1 1 h IVibl u-s 
Health and DASA. In adtiitmn. thoj h»No . ^immi t t «mI rhild care 
dollars for the express us«- ol ivonir ii idonivfiod thiou>:h this 
profiram . 

Our intent is to pro\ ide sl-ivucs that protect tho infant nt the 
same time that we assist tho mother ami stion^htrn and suppoi t 
the fnmil>. Tho progiam has bron d siKSifil in thxs mannoi to 
avoid a moro pun.tiNo Htm... t h»t i ma t o \ ^ d^^^t*H th.^nr womon 

and their faroilies fuithor ' undo i Ki ..uu.l As .i . on I i non t i on f 
this direct l^^ >et suppoi Iim* pi o>:rivmnt i . plans mo .uiitntlN m 
pr:>«resi« to fund •« oompl imon t a : > rompoiiont at tho TuoU iV»uut \ 
Jai 1 . 
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Cftsc NonoRcT who will be housco at the JOil. Inmotc »tavislics 
show foux' hundx'ed prefinant »,o«.t ii per NfM avK ^>lo^'i^^<ci Thi 
majority of thcke vomeu v 1 1. becnu*/ oT d: d: uj:- : .-1 m 

charges. Thxb fxfiurc rei>r<'fccn\s XUvsf ».ho can be rf.rid.iv 
i6f>iitxfxed a* prcfinonl . The population faxfiht Uicvenftc if 
prefiiiftncN testing wrs dottc , Cuircntl\, ft vcoUIn prennlftl clmic 
ill operated. There is no means, nt \Uc |>res»ciit tinie, of 
following the»e women into thoii locftl commnui I i o*. to in*vir« tlie 
continued provision of mcdicnl ond drup o: nlcohol t rontmcut . 
The plftiined Cnse Mnnnger mM ]jro\ido this. 1 inK . He/Sho Ntil 
refer and facilitate the nn o 1 \ ornen t of titt^ uocxvn tlic nci^Ij 

funded Case Manofiemcnt units. lu nrcns* »,hri» n unit does not 
exist, a referral viil ini tinted lo r. citN Health facili*,\ ana 
a substance abuse treutme.»*. im^-'NzcJo; . 

Tht preceding s.Nnops:* of aerN iocs. iJ' o»» imiicr'ion of <i\n 
comniltnent to profirams th,»t haNe a t : c a; men l/s\i,ii c , I fotu-. 
ruthtrr than that of punishnenl. I hope tht ~ this liodj c\^i ei»s,os 
its support of procrarr.s t!iat v, j 1 1 "assist" these wofncn m th tlieii" 
problem of drug cr alcohol use lath'i thnn e\{>>.ccrbat f tSie 
problems through ijTCArceratioa aixJ/or dismantling of their families. 
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STATEMENT OF MAiSHA KENYATTA. DIRECTOR. HOPE, UNITY 
AND GROWTH, INC.. DETROIT, MI 

Ms. Kenyatt\. Mr. Chairman, members of the committee, I am 
Maisha Kenyatta, and I am Director of HUG— Hope, Unity and 
Growth, Inc. — here in Detroit. HUG is a residential substance 
abuse facility for women and their young children. We are located 
on the east side of Detroit in the heart of what is known as a drug- 
infested community. Cur location allows addicts to have easy acces- 
sibility to treatment. Women seeking help can find the help they 
need in a familiar, yet protective, environment. 

HUG opened in September of 1987 as a domiciliary facility for 
Eleonore Hutzel Recovery Center. We recognized the need for 
women to be able to take their children into residential treatment 
while they work on their recovery. Within a year, HUG expanded 
and became licensed by our Office of Substance Abuse Services as a 
substance abuse program for women and their young children. This 
expansion was due to an overwhelming request from female addicts 
to receive treatment at HUG, an ongoing waiting list at Eleonore 
Hutzel Recovery Center and the growing need in Detroit for more 
substance abuse programs for women. 

Our residents are predominately black with limited income and 
resources. They are often unaware of the services available to them 
and how to receive those services. Therefore, an important part of 
our program is to promote independence and acquire networking 
skills. Through self-referrals to community programs, residents 
must arrange transportation for themselves and their children to 
all appointments. Thereby, they develop a working knowledge of 
services available to them. 

Through a holistic treatment methodology, we promote balance 
in their lifestyles. Residents learn to avail themselves of the com- 
munity. While in HUG, they may also participate in outside com- 
munity programs. The residents are given passes to experience life 
outside of HUG*s protective environment. The passes are a tool to 
enhance their coping skills. Re-entry into the community is done in 
stages which assists each person in realizing her strengths and 
weaknesses. 

HUG provides a full range of therapeutic services to promote a 
drug-free lifestyle. These services include individual, family and 
group therapy, didactics and weekly support groups such as Nar- 
cotics Anonymous, Alcoholics Anonymous and Families Anony- 
mous, implemented by trained professional and para-protessional 
staff. To augment these services, we have created three unique pro- 
grams: 

The Buddy Program. Residents with at least 30 days of sobriety 
volunteer, with therapist approval, to help newcomers adjust to the 
program. A Buddy becomes a mentor in assisting newcomers in un- 
derstanding the program structure. 

Community Outreach. Upon completion of the program, resi- 
dents voluntarily speak in commuiiity programs about chemical de- 
pendency. They share their journey, fights and accomplishments as 
they continue to recover. The community outreach premise is to 
give back what you have gotten. 
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Child Care Program. This is a program within HUG licensed by 
the Department of Social Services. Children participate in the pro- 
gram while moms engage in recovery activities. Parent skills class- 
es are offered as a therapeutic component. 

Through a grassroots approach, three social workers born and 
reared in Detroit began to provide substance abuse treatment, 
which was the origin of HUG. We began to work closely with 
people living in the community ;n identifying and addressing prob- 
lems. Today, we have the support of more than a dozen community 
residents who volunteer their services. These include Iwo phye^- 
cians, a registered nurse-practitioner, a spiritual counselor, a psy- 
chologist, and educators, among others. They work with the resi- 
dents on building every day living skills such as budgeting money, 
planning social outlets for moms and children, obtaining clothing 
donations, establishing households, et cetera. Families of residents 
are also encouraged to participate by joining this group or through 
Families Anonymous meetings. 

A habit of heLlthy living is learned in a family-type environ- 
ment. We emphasize the concept that HUG is a place to help ad- 
dicts to help themselves recover. This is something no government 
regulation or requirement can ever hope to match. Our motto is, 
'The program works if you work it." In keeping with that, we be- 
lieve each person is responsible for her own recovery. That is why 
we encourage them to participate in the total program. 

Often, women come into the program with feelings of hopeless- 
ness. But as they hear the horror stories of other women and ob- 
serve their growth, they begin to move toward an acceptance of the 
fact that there is hope for them to recover and recognize that in 
every moment of their lives, they can learn. For example, through 
their active addiction, they learned that drugs will only leave to 
death, destruction or insanity. Through their recovery process at 
HUG, they learn how to lead healthy lives. 

Each resident contributes physically, spiritually and financially 
to the program. This promotes self-determination and responsibil- 
ity. Residents learn that there are no free rides in life. They also 
learn to accept responsibility for themselves and their children. In 
our program, residents are involved in every aspect, which includes 
domestic organization and assisting with administrative decisions. 
This, we feel, enhances self-esteem and builds confidence as they 
make decisions with the staff regarding important aspects of the 
program. 

We are proud of our program because it works for us in our com- 
munity. HUG is a family-centered program with an emphasis on 
individual responsibility. Without the help of local people, who 
know the community and understand its needs, we could not hope 
to do as much as we are doing. 

Of course, we welcome the interest and support of government in 
our program. But HUG and other local programs like it in neigh- 
borhoods across the country must have the freedom to meet com- 
munity needs based on the community's situation. When the gov- 
ernment imposes restrictions and requirements from above, those 
of us below cannot do our jobs effectively. We instead become too 
busy trying to please the government instead of helping who need 
it. So I would urge you, the Congress, to recognize that flexibility is 
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very important to us. In your urge to help us, please do not make 
the mistake of handcuffing us with rules, formulas and policies 
that sound good in Washington, D.C., but make no sense for neigh- 
borhoods like mine in Detroit, Michigan. 

It is an honor to appear before you to tell you about HUG. 
Thank you. 

Chairman Miller. Thank you. Ms. Potti. 

[Prepared statement of Maisha Kenyatta follows:] 
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Prepared Statement of Maisha Kenyatta, MSW, Director, Hope, Unity and 
Growth, Inc., Detroit, MI 

Mr. Chairnan and nenibcrs of the Conuaittec: 

I an Haisha Kenyatta. I an director of HUG - - Hope, Unity 
and Growth, Inc. - - here in Detroit. HUG is a residential 
substance abuse facility for women and their young children. Wo 
are located on the east side of Dotioit in the heart of what is 
known as a drug-infested coiwnunity. Our location allows addicts 
to have easy accessibility to treatment. Women seeking help '^.uri 
find the help they need in a familiar yet protective environment. 

HUG opened in Septeniber 1987 as a doniciliary facility for 
Elconore Hutzel Recovery Center (EHRC) . We recognized the need 
for women to be able to take their children into residential 
treatment while they work on their recovery, within a year, HUG 
expanded and became licenced by our Otfice of Substance Abuse 
Services (OSAS) as d substance abuse program for women and their 
younq children. This expansion was due to: 

1. An overwhelming request from female addicts to receive 
treatment at HUG, 

2. an ongoing waiting list at EHRC, 

3. the growing need in Detroit for more substance abuse 
treatnont programs for women. 



Our residents are predominately Black with limited inconie 
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and resources, They are otten unaware ot tne tjervices available 
to then and how to receive thc-se services. Therefore, an 
inportant part of our program is to promote independence and 
acquire networking skills. Through self-referrals to comiaunity 
programs, residents must arrange transportation for themselves 
and their children to all appointments. Thereby, they develop a 
working knowledge of services available to them. 

Through a wholistic treatment methodology, we promote 
balance in their lifestyles. Residents learn to avail themselves 
of the comnunity. V.'hile in HUG, they may also participate in 
outside community programs. The residents are given passes to 
experience life outside of HtJG's protective environment. The 
passes are a tool to enhance their coping ukills. Re-entry into 
the community is done in stages which assist each person in 
realizing her strengths and weaknesses. 



HUG provides a full range of therapeutic services to promote 
a drug-free lifestyle. These services include individual, family 
and group therapy, didactics, and weekly support groups, such as 
Narcotics Anonymous, Alcoholics Anonymous, and Kami lies 
Anonymous, implemented by trained professional and para- 
professional staff. To augment these services, we have created 
three unique programs: 



The Buddy Program: residents with at least 30 days of 
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sobriety volunteer, with therapist approval, to help 
newcomers adjust to the program. A Buddy becomes a 
mentor m assisting newcomers* in understanding the 
progran structure, 
o Cottfflunity Outreach; Upon completion of the prograui, 

residents voluntarily speak in community programs about 
chemical dependency. They share their journey, fights 
and accomplishments as they continue to recover, The 
connunity outreach precise is to give back what you 
have gotten. 

o Child Care program: This is a program within HUG 

licensed by the Department of Social Services. Children 
participate in the program while moms engage in 
recovery activities. Parent-skills classes are offered 
as a therapeutic component. 

Through a grass-roots approach, 3 soc\al workers born and 
reared in Detroit began to provide substance abuse trea Jent, 
which was the origin of HUG. Ve began to york closely with the 
people living In the community in identifying and addressing 
problems. TcJay, we have th© support o^f more than a dozen 
coiTjnunity residents who volunteer their services. These include 2 
physicians, a registered nursft-practitionsr , a spiritual 
counselor, a psychologist, and educators, among others. They work 
with the residents on building everyt*dy living skilla, ouch as 
budget irg money, planning ♦•ocial outlets for mons and children. 
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obtaining clothinc; donations, establishing households, etc. 
Fanilics of residents are also encouraged to participate by 
joining this group or through FaraiMes Anonyiaous meetings, 

A habit of healthy living is learned in a family-type 
environment. We emphasize the concept that HUG is a place to help 
addicts to help themselves recover. This is something no 
government regulation or requirement can ever hope to match. Our 
motto is, "The prog? im works if you work it." In keeping with 
that, wo believe each person is responsible for her own recovery. 
That IS why we encourage them to participate in the total 
program. 

Often, women come int.) our program with feelings of 
hopelessness. But as they hear the "horror stories" of other 
women and observe their growth, they begin to nove toward an 
acceptance of the fact that there is hope for them to recover and 
recognize that in every moment ot their lives, they ca learn. 
For example, through their active addiction they learr.ed that 
drugs will only lead to death, destruction or insanity. Through 
their recovery process at HUG, they learn how to lea^ healthy 
lives. 

Each resident contributes physically, spiritually, and 
financially to the program. This promotes self-determination and 
responsibility. Residents learn that there are no "free rides" in 
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life. Thoy also learn ;.o accept responsibility for themselves and 
their children. In our program, residents are involved in every 
aspect, which includes doaestic organization and assisting with 
administrative decisions. This, we feel, enhances self-ostoem anO 
builds confidence as they aake decisions with the staff regarding 
important aspects of tho program. 

We arc proud of our program because it works for us in our 
community. HUG is fanily-centered with an emphasis on individual 
responsibility. Without the help of local people, who know the 
community and understand its needs, we could not hope to do as 
much as we are doing. 

Of ourse, welcome the interest and support of the 
government in our progran. But HUG and other local programs like 
it in neighborhoods across the country must have the freedom to 
meet community needs based on the community's situation. When the 
government imposes restrictions and requirements from above, 
those of us below cannot do our jobs effectively. Wo instead 
become too busy trying to please the government instead of 
helping people who need it. So I would urge the Congress to 
recognize that flexibility is very important to os. In your urge 
to help us, please do not make the mistake of handcuffing us with 
rules, formulas and policies that sound good in Washington, D.C., 
but make no sense for neighborhoods like mine m Detroit, Mich. 

It is an honor to appear before you to toll you about HUG, 
.^nd I thank you for listening. I will be cjlad to anrwer any 
questions you may have. 
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STATEMENT OF LISA POITI, MS\V» FR()(;ilAiM COORDINATOR, 
MOTHER AND INFANT SUBSTANCE ADDK^TION NKTWORK ^ 
DETROIT HEALTH DEPARTMENT, DETROIT, MI 

Ms. PoTTi. I never thought we would get here. 

My name is Lisa Potti, I "'ould like to thank you all for asking 
me to be here today. 

I am the Program Coordinator for the Mother and Infant Sub- 
stance Addiction Network or MISAN, and I have been involved 
with the Detroit Health Department in various special infant mor- 
tality reduction programs which include the MICH-Care Program, 
which is a Medicaid enrollment for pregnant women, and the Pre- 
natal Advocacy Project geared towards identifying hard to reach 
prenatals not receiving prenatal care. 

The problem in the City of Detroit for pregnant, substance abus- 
ing women is not only a lack of available drug treatment facilities 
but also a lack of coordination between drug treatment, prenatal 
care, and health and human services. The Etetroit Health Depart- 
ment's Mother and Infant Substance Addiction Network is a new 
federally funded Office of Substance Abuse Prevention, CSA.P, 
Demonstration Project, designed to provide coordinated maternal 
and infant care with substance abuse treatment in the City of De- 
troit for 250 substance abusing pregnant women. The coordination 
of these two disciplines of service will be accomplished through a 
case management system focusing on providers in the public and 
private sectors. The goal to coordinate existing services is a way of 
providing comprehensive services at less cost. 

The uniqueness of the MISAN project is the non-medical support 
services provided to women in the community through various 
public health programs that currently exist. The Mother and 
Infant Substance Abuse Addiction Network project does not pro- 
vide substance abuse treatment, but instead supports the women's 
involvement in drug treatment with the Eleonore Hutze) Recovery 
Center. The prenatal support services that are available include: 
our paraprofessional outreach program which utilizes specially 
trained indigenous workers from the community who then provide 
support services to pregnant women and their infants up to age 
one; maternal support services utilizing a multidisciplinary team of 
professionals which include a social worker, public health nurse and 
a nutritionist that provide comprehensive services to Medicaid eligi- 
ble pregnant wome- and infants, public health nursing services 
which provide prof iional nursing services to clients and their 
families in their homes and the communitv, and children's special 
health care services providing a community based approach to 
identifying the needs of the chronically ill child, handicapped chil- 
dren and their families. 

In addition to these comprehensive maternal child health pro- 
grams, all clients have access to the array of public heeilth services 
available, which include, but are not limited to our family primary 
cais health clinics, our MICH-Care program, healthy baby van for 
transportation, well baby care, the AIDS project, family planning, 
laboratory services, lead poisoning, et cetera. 
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The critical difference this program can make is that it offers 
current programs a better opportunity to interface and to provide 
services to women and infants who have a complex array of prob- 
lems* 

Infant mortality is a social problem with health consequences. 
These problems include substance abuse, poor nutrition, poverty 
and access to prenatal care, and thev all need to be addressed to- 
gether. The commitment to universal access to care requires exist- 
ing programs to expand as well as the creation of new programs. 
Justifiably, there is widespread concern among health care provid- 
ers, policy makers and clients alike, that substance abuse during 
and after pregnancy is contributing to the high rate of infant mor- 
tality in Detroit. In 1977, the rate of live births per 1,000 to drug 
using mothers was 119 and in 1988, that same rate almost tripled 
to a high of 30.6 per 1,000 live births. 

In an effort to help reduce the high death rate in the City of De- 
troit, there is a need to identify the substance abusing population, 
coordinate and provide maternal and infant care services, increase 
education efforts of child-bearing females as to the negative effects 
of substance abuse during pregnancy, and also to target education 
efforts. The MISAN project intends to meet all of these objectives. 
As we begin our MISAN proiect, we are also seeking additional 
support from the Office of Substance Abuse Prevention to expand 
the project, which would include enrolling 100 substaiice abusing 

g regnant adolescents in drw. treatment at Riverview Hospital, 
urrently, no drug treatment facilities exist for substance abusing 
pregnant adolescents in the city. Secondly, we would like to enroll 
an additional 100 substance abusing pregnant women in Samaritan 
Health Center for their chemical dependency treatment, thus 
making an additional 100 chemical dependency treatment positions 
available for women in the city. 

MISAN*s final effort in expanding treatment options is working 
with the private and public substance abuse treatment facilities. 
These facilities currently servicing women need to continue to pro- 
vide drug treatment services to women who become pregnant while 
enrolled in theirprogram as well as potentially accepting new sub- 
stance abusers. The MISAN project hopes to support the pregnancy 
concerns of these women and will tacilitate their prenatal care ap- 
pointments. It is the project's intent that by providing prenatal 
support services as required, that drug treatment programs will 
feel more comfortable in maintaining and/or providing drug treat- 
ment for these women. 

The demand for prenatal care and chemical dependency treat- 
ment in Detroit is great. Waiting times to access prenatal care for 
the month of April, 1990 reflects one to ten week waits for an ini- 
tial prenatal care appointment- Averaging 4.2 weeks, this initial 
prenatal appointment oftentimes does not include a physician or 
nurse-midwife examination. This examination is scheduled approxi- 
mately within two weeks after that initial appointment. Total wait- 
ing time, therefore, from a telephone call to seeing a physician can 
be three to 13 weeks. Hutzel Hospital's High Risk Clinic averages 
seven to eight weeks for a prenatal appointment. These high-risk 
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appointments are for substance abusing women, women with seri- 
ous medical complications and for women who have waited to re 
ceive prenatal care until during or after their seventh month of 
pregnancy. These women cannot afford to wait seven i %ht 
week" for care. A substance abusing woman who seeks prenatal 
care during her seventh month may not actually have a physician 
appointment until after her baby has been born. 

The Mother and Infant Substance Addiction Network will make 
a difference. The project will make a personal contact with a 
woman seeking services, provide what is n^^eded, continue to sup- 
port her emotionally and to facilitate the likelihoo(^ that she will 
indeed become enrolled in prenatal care and substance abuse treat- 
ment. These same options are available in other communities. We 
feel confident that this model offers immediate solutions for women 
in need of services a3 we speak. A woman has only one chance to 
grow her baby and we need to provide services during this window 
of opportunity. Communities need to support and link what re- 
sources are currently available while advocating for the expansion 
of new programs. 

I thank you. 

Chairman Miller. Thank you. Ms. Johnson. 
[Prepared statement of Lisa Potti follows:] 
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Prkparkd Statement of Lisa A Porn, MSW. Program Coordinator, Mot.ier 
AND Infant Subctance Addiction Nktwork (MISAN). Detroit Health Depart^ 
MKNT, Detroit, MI 

I would like to thank you for the opportunity to testify before this committee 

I am the Program Coordinator for the Mother and Infant Substance Addiction 
Network (MISAN) and have been mvolved with Detroit Health Department m 
various spfcia^ infant mortality reduction programs including the MICH-Cdr«: 
Program, which is Medicaid enrollment for pregnant women, and the Prenatal 
Advocacy Project geared towards identifying hard to reach prenatals not receiving 
prenatal care 

The problem in the City of Detroit for pregnant substance abusing women is not 
only a lack of available drug treatment facilities bul also a lack of coordination 
between drug treatment, prenatal care, and health & human services. The Detroit 
Health Department's Mother ard Infant Substance Addiction Network (MISAN) is a 
new federally funded Office of Substance Abu*e Prevention (OSAP) Demonstration 
Proiect designed to provide coordinated maternal and infant care with substance 
abuse treatment in the City of Detroit for 250 substance abusing pregnant women 
The coordination of these two disciplines of service will b** accomplished through a 
case management system focusing on providers in the public and private sectors 
The goal to coordinate existing servics is a way of providing comprehensive services 
at less cost. 

The uniqueness of the ^ 'SAN project is the non medical support services provided to 
women in the community through various public health programs that currently 
exist The Mother and Infant Substance Abuse Addiction Network (MISAN) project 
does not provide substance abuse treatment but instead supports the women's 
involvement in drug treatment with the Elenore Hutzel Recovery Center The 
prenatal support services that are available include 

Paraprofession?! Outreach Program • which utilizes specially trained 
indigenous workers irom the corrimunity who provide support services to 
pregnant wumen and their infants up to age one 

Maternal Support Services - utilizing a multidisciplinary team of 
professionals includinn a Social Worker, Public Health Nurse, and 
Nutritionist that provide comprehensive services to Medicaid eligible 
pregnant women and infants 

Public Health Nursiog Services - that provide professional nursing services 
to clients and families in their homes and the community 
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Chlklftn Sptqai Health Care Serylcfs - providing a community-base 
approach for identiiymg the needs of chronically lil and handicapped 
children and their families. 

In ftddr'ion to these comprehensive matema! fhild health programs, all clienU will 
have access to the array of public health servf\..n available which :nclude 

Family Primaiy Care Health Clinics 

MICH<are. Medicaid enrollments for prenatal/delivery care 

Health Baby Van • Transportation Project 

Well Baby Care 

AIDS Project 

Family Planning 

Laboratory Services 

lead Poisoning, etc. 

The critical difference this progrem can make is to offer current programs a bette*^ 
opportunity to interface and to provide services to womer* --^d infants with a 
complex array of problems. 

Infant mortality is a soaal problem with health conjequences. These problems 
include substance abuse, poor nutntion. poverty, and access to prenatal care all need 
5^ addressed together. The commitment to universal access to care requires 
existing programs to expand as well as the creation of new programs. Justifiably. 

? wKiespread concern among health care providers, policy makers, aitd clients 
alike, that subsUnce abuse during and after pregnancy is contributing to the hmh 
rate of infant mortality m Detroit. In 1977. the rate of live births per T.OOO to drua 
"*'"9 ngothers was 1 1 .9 and in 1988. the same rate almost tripled to a high of 30 S 



In an effort to help reduce the high death rate in the City of Detroit, there is a aeeo 
to Identity the substance abusing population, coordinate and provide maternal and 
infant care services, increase education efforts of childbearing females as to the 
negative effects of substance use during pregnancy, and taroet prevention 
education efforts The MIS AN project intends to meet all of these objectives as we 
beam our new MISaN project, we are also ieekmq additional support from the 
Office of Substance Abuse Prevention to expand the MISAN Project by. 

1. Enrolling 100 substan*:e abusing pregnant adolescents in drug 
treatment at Riverview Hospiidi Currently, no program exist for 
substance abusing pregnant ado^eicenu in the City of DeUoit 

2 Enrollino 100 substance abusing pregnant women m Samaritan 
Health Center for chemical dependency treatment, thus, making 
available an additional 100 chemical dependency treatment positions 
for women. 

MISaN's final effort m expanding treatment options is working with private and 
public substance abuse treatment facilities These facilities, currently serving women. 
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need to continue to provide drug tuMtment services to women who become 
preqnant while enrolled .n their progra..^ as well as potentially accepting new 
pregnant substance abusers The MISAN p 0)ect hopes to support the pregnancy 
concerns of these women and will facilitate orenatal lare appointmer^ts It is the 
project's intent that by providing prenatal support services. &s required, that drug 
treatment programs will feel more comfonable »n Tn«in;aming and/or providing 
drug treatment for these women 

The demand for prenatal carir and cher. cal dependency treatment services m 
Detroit IS great Waiting times to accei »natal care for ihe month of April. 1990 
reflects \ - 10 week waits for an mitial prenatal appointment Averaging 4 2 weeks, 
this initial prenatal appointment often tim».s dops not include a pnysician/nuise - 
midwife examination This examination is scheduled approximately within two 
weeks after the initial appointment Total waiting time, therefore, from telephone 
call to seeing a physician can be 3 - '3 weeks Hutzel Hospital's High Risk Clin'C 
averages 7 • Iweeks for a new prenatal appointment These high-nsk appointments 
are for substance abusing women, women with serious medical complications, and 
for women who have waited to receive prenatal care during or after her seventh 
month of pregnancy These mothers can not afford to wait sevon to eight wee\s tor 
care A substance abusing woman who seeks prenatal care dunnq her seventh 
month may no* actually have a physician appomtmera until after her baby has been 



The Mother and Infant Substance Addiction Network will make a difference the 
MISAN project will make a personal contact with a woman seeking services, provide 
what IS needed, continue to support her eniotionally. and to facilitate the likelihood 
that she will indeed become enrolled m prenatal care ar>d substance abuse 
treatment These same options are available in oiher communities Wr feel 
confident that this model offers immediate solutions for women in need of services 
as we speak A woman has only one chance to grow her baby and we need to 
provide '.ervices during this window of opportunity Communities need to support 
and link what resources are currently available while advocating for the expansion 
of new programs 

Thank you 
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THE MOTHER & INFANT SUBSTANCE ABUSE NETWORK 
(MISAN) 



The Detroit Health Department's Mother & Infant Substance Abuse Netw:>rk 
(MiSAN) wril provide a model continuum of care designed program to coordinate 
maternal and infant care with substance abu^e treatment in the City of Detroit for 
2S0 substance abusing pregnant women. The coordination of these two (2) 
disciplines of service will be accomplished through a case management system 
focusing on providers m the public and private sectors. The objectives to achieve this 
project are: 

1 Increase the rate o' identification and referral of pregnant women in 
private substance abuse treatment programs by twenty percent (20%) in 
the first program year. 

2. Identify and enroll a minimum of twenty-five percent (2S%) of the 
program participants during their first trimester in the first program year 

3 Provide substance abuse prevention, early and continuous prenatal care, 
infant care and child growth and development education to one hundred 
percent (100%) of the program participants in the first program year. 

4 Provide clinical substance abuse treatment aimed toward becoming drug 
free to fifty percent (50%) of urogram participants in the first program 
year. 

5. Provide consultation and referral to all program participants rsgardinc 
subsequent pregnancies and life options, e.g.. education ana caree*? 
planning, during the first year postpartum. 

6. Refer and enroll all infants in preventative child care programs such as 
Well Baby Care. High-Risk Baby programs. Early Periodic Screening 
Diagnoses and Treatment (EPSOT) Screening. Special Child Health Needs 
proqrams (Crippled Children), and Women Infant Care Nutrition Program 
(WlQ. during the postpartum period. 

7. To provide, during the second program year, follow-up services and 
develop support systems for all program participants and their infants m 
order to assist in the resolution of health problems during the first year 
postpartum period. 

8. Develop specially trained public health professionals and 
paraprofessionala to proviJe specialized health care services to program 
participants within ninety (90) days of program commencement. 

The droq treatment component of care for these women will be provided by the 
Eleanore Hutzel Recovery Center. 
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Eleonofe Hutzel Recovefy Center - This facility is unique in the City of Detroit 
because it is the only drug treatment center that combines substance abuse 
treatment and prenatal care. Major services the center provicies to pregnant 
patients mclucie: high-risk prenatal and postpartum care, preparation for baby and 
support for drug abstinence, individual counseling and/or therapy; methadone 
maintenance, group program {including prepared childbirth, parenting support for 
abstinence; AIDS risk reduction education, nutrition, work or^ self-esteem)- 
detoxification from methadone after delivery for appropriate clients, etc. 

In addition to drug treatment services, the Detroit Health Department will provide 
through its prenatal car? clinics and various Maternal Child Health programs the 
following prenatal, postnatal and infant care, family planning; paraprofessional 
outreach; maternal support services, services to children with special health needs, 
Women, Infants and Children (WIC), immunuo^ions; Medicaid enrollment and 
screening, pregnancy testing. Public Health Nursing; nutrition, and referral for 
speciality services 

Maternal Child Health services unique to the Detroit Health Department are 
paraprofessional outreach, public health nursing, maternal support services, 
children's special health care services and Project KtDD (Keep Infant Deaths Down) 
Each of the above mentioned program services are listed. 

Paraprofessional Outreach Program * Specially trained indigenous workers 
provide supportive services to pregnant women and their infants up to one (1) 
year of age. They also perform casefinding and are teachers and resource 
linkers and outreach workers. Such services are free to clients. 

Public Health Nursing Sen/ices . Consists of Public Health Nurses who provide 
professional nursing services to clients and families in their homes and the 
community. The services are preventive in nature and include health care 
education designed to prevent communicable diseases; encourage adequate 
nutritional intaTce. assess and instruct clients to maintain a safe environment, 
instruct parents to recognize the growth and developmental milestones of 
infants and children; assess and refer for warrarited mental health services 
and/or other medical services. The Public Health Nurses continue to work with 
the Department of Social Services in the prevention and/or identification of 
child ^buse and neglect. 

Maternal Su.^port Services : is non medical in nature and consists of 
multldisclpl!na7v teams of professionals (Public Health Nurses, Social Workers, 
and Nutritionists) which provide comprehensive preventive services to 
medicaid eligible arvd medically indig(ent pregnant women and their infants. 
The services are offered to the high risk population up to sixty (60) days after 
the delivery, upon the receipt of a physician/nurse midwife referral, ^rvices 
are provided u 'ie Detroit Health Department clinics or client's homes, based 
on the provider's discretion. The services include: psychosocial/ nutritional 
assessment, health counseling, transportation, child birth education and 
parenting and emotional support, and referral to appropriate community 
resources. 
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Chtldrgti's Speci;^; Hea lt h Care Services provide a community-based approach 
tof ideniityinp the ni^eds ot the chronical!/ ill and handicapped children and 
their families. Once identified, services include referral and case management 
for clients in need of and qualified (OSS Guidelines) for medical and corrective 
hMlth care services. 

Project Keep Infant Deatfe Down (Project KlOO). Consistsof a multidisciplinary 
teams of professionals (Pubic Health Nurses. Social Workeis, and Nutritionists) 
who provide health assessment, counseling and referral services to women of 
ciiiid bearing age and prenatals. These services are designed to impact on the 
excessively nigh (23 de'ths/lOOO liv^ births) infant mortality rate in a 
geographic section of Detroit. The prenatal health care in:tructions. nutrition 
cognseling. family planning services, infant ^nd <'hild ca^e instructions, 
immunizations, and social services are avilable to the ov . A females regardless 
of their medical providers (public or private) at no cost to the client. 

The Mother & Infant Substance Abuse Project will be evaluated by measuring (1) 
successful identification and enrollment of new clienU during the first trimester. (2) 
continued involvi-ment in case manaoement services at birth and one year later, and 
(3) reductions insubstanv,e abuse ana improved pregnsncy outcomes 

/ss 
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?2l?c?J\T "•*'«;^pepdrtment s Mother and Infant Substance Addiction Network 
(MISAN) is a new federally funded OSAP Oemonstratrcn Proiect designed to provide 
coordinated maternal and infant care w.th substance abuse treatment in th/c^^ 
Oetro t for 250 substance abusing pregnant women. The coordlnTtion of these^o 
disciplines of service will be accompfished through a case management ^^^^^^ 
focusing on providers m the public and private sectors, "-ndgement system 

The unl<^uf ness of the MiSAN project Is the non-medic^l support services Drovtdvd to 
womenin the community through various public htrflth programs that cu^Intlv 
exist. The MISAN project does not provide substance abuse t^atment butl^S 
'^l^ the women's involvemtnt In drug treatment with the Eleonore ffi 
Recovery Center. The prenatal support services that are available include: 

£l[!a!]£ttggi P^*^^^"*"^ • K***^ *P««»"y trained indla«oou$ 

^^^^^^^^^^^^^^^ support lervIS, to pregnant wooS^ 

^•tOTf t $vgp9ft ^trvittf * Utilizing a multidlKipllnary team of orofauiAMte 
inauqirwa Soc^l Worlcer, Public Health Nurse and Nut it^nist that^t^i 
com^hensive preventive services to medicaid eligible pre^ womKS 

^4^I!!;fJ!^ ^>!!l - '"u° ^^^^^^3 P'°^'^^ professional nursing services to clients 
and famines In their homes and the community. tiiena 

diildren Soetial Health Care Services providinn a communitv-based aonmarh f«r 
-dentifying the needs of chronically ill and handicapped cSeVand thlffi^^ 

In addition to these comprehensive maternal child health programs all clients will 
have access to the array of public health services available which could include: 

Family Primary Care Health Clinics 

enrollment for prenatal / delivery care 
Healthy Baby Van-Transportation Project 
Well 8aby Care 
AJDS Proiect 
Family Planning 
EPSOT 

Laboratory Services 
Lead Poisoning, etc. 

The critical differences this program can make is offering the currently existina 

p^xrw1th^•<!^u^^ioTs^^"""^ p^-^' ---- to^^Cre? 

Infant mortality Is a social problem, with health consequences. These oroblem 
induding subsUnce abuse, poor nutrition, access to prenatal care have solutlonT 
Tu ■ to universal access to care requires existing programs to expand 

The MISAN project has been Involved In flrdin? additiona^l options for d^^^^^^ 
treatment to meet the demand for services placed upon the EHRC A new 05AP 
proposal submitted by the OHO would include: 
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(a) Enrolling 100 subitance abusing pregnant adclMcents in drug treatment 
2t Rivcrview Hospital. Currently no program exist for substance abusing 
pregnant adolescents in the City of Detroit. 

(b) Enrollino 100 substance abusing pregnant women in Samaritan Health 
Center for chemical dependency treatment thus, making v^vailable an 
additional 100 chemical depenclency treatment positions. 

MiSAN's final effort in expanding treatment options. Is working with orivatf 
substance abuse treatment facilities. These facilities, current serving women, need 
to continue to provide drug treatment services to those womtn tvtn if they becomt 
pregnant while enrolled in their program. The MISAN Program hopes to support tht 
pregnancy concerns of these women and will t'acilitjite prenatal cart appointments. 
It IS the projea's hope that by providing prenatal support services, as required, that 
drug treatment programs will feel more c>»mfortable in maintiini^^3 these womtajn 
drug treatment -t-^*. 

The demand for prenatal care and chemical dependency treatment in OetftiTto 
great The MISAN project may not bo able to reduce waiting times for prenattrart 
or for drug treatment however, thr/ project's intent is to make a personal contact 
with a women seeking services, fc provide what is needed to continue to support 
her emotionally and facilitate the likelihood that she indeed Is enrolled in prenatal 
care and substance abuse treatment. 
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STATEMENT OF CHARLENE JOHNSON. PRESIDENT AND CHIEF 
OPERATING OFFICER. REACH. INC.. DETROIT. MI. ACCOMPA- 
NIED BY REV. LEE A. EARL. PASTOR. TWELFTH STREET BAP- 
TIST CHURCH AND CHAIRMAN OF THE BOARD. REACH, INC.. 
DETROIT. MI 

Ms. Johnson. Thank you. 

I think it is very appropriate that we conclude these hearings 
with the testimony from a group of people that has a prevention 
model to substance abuse, and we are very happy to share that 
with you. 

My name is Charlene Johnson and I serve as President and Chief 
Operating Officer of REACH. REACH is a non-profit community 
development corporation which grew out of a ministry at Twelfth 
btreet Baptist Church. I will be sharing with you today from two 
perspectives; one of a black woman, a female head of a household 
with four children, who grew up ir the City of IX-troit and who ex- 
perienced first-hand the struggles inherent in racism, sexism, job- 
l^ness, poor quality education, substandard housing, crime, drug 
abuse, and family and neighborhood disintegration. And the other 
perspective is from one who chose not to allow these factors to 
overcome her, but rather to use these experiences as tools in help- 
ing us to develop a grassroots community development approach to 
substance abuse prevention. 

We see substance abuse as symptomatic of some very complex 
environmental and social factors in our society. Substance abuse 
has to be fought by all of us and each of us has a particular role to 
play. 

,.^*!^^lfth Street Baptist Church, REACH and the members of 
the Pilgrim ViUage community, we have formed a model that can 
be duplicated. This movement is deeply rooted in Christian princi- 
ples and supported by the efforts of many. It is based on the belief 
that Ood created this world to reflect himself and provide for his 
creation VVe, as believers, must do our part in preserving a world 
and ecological order that enhances and promotes life. Now if that 
sounds like something that comes from a Baptist preacher, it does, 
and he is here with me, Reverend Lee A. Earl. A lot of this is a 
combination of his thinking and his philosophy and thwlogy as 
well as the programmatic and practical realities of the work that 
we do. 

The underlying motive for the organization of REACH was the 
spiral of community decay which involved the exodus of the most 
socially and economically stable families in our community, the im- 
migration of renters, the introduction and the rapid growth of the 
Illegal drug trade and the increase in joblessness, crime and other 
i^'Ao^""^ ^^"^^ "^^^^^ accompany such a market. As founders of 
KbALH, we saw these problems as interdependent. As such, resolu- 
a!?Xt°"® ^^V^ °" ^he resolution of the others. Thus, 
the KbAOH action plan is built upon a model of community devel- 
opment which empowers individuals in the community. A guiding 
philosophy, principle of the program is that the community must 
develop Its own indigenous institutions and skills necessary to solve 
its own problems. 
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At its inception, REACH developed programs to address both the 
elimination of the drug market in Pilgrim Village and the reduc- 
tion in family and individual risk factors for substance abuse. 

The church is vital in this effort, but it is not the only sector that 
must participate. We must reach out and work cooperatively with 
other people of good will. We must help design and supoort pro- 
grams that address the needs and problems of the immediate vic- 
tims of the drug trade and abuse. Most of us agree on the objective 
of ridding our society of drugs. The problems arise in the strategy 
and approach. 

We believe, and figures support— and we should indicate at this 
point that President Bush has named REACH the tenth point of 
light in his program to name all volunteer grassroots organizations, 
his 1,000 lights program, that Harvard Universitv has come and 
has studied our program, that Senator Riegle and Senator Levin, 
other government officials have been and looked at this model and 
that we have received the kind of support that we need to continue 
it. 

But we believe that programs must reflect the thinking of the 
people facing and fighting the problem daily, that participants in 
the programs must feel a sense and control and ownership of the 
effort, that those who control the resources must be willing to re- 
linquish some of their control and that programs must enhance 
self-esteem and not innocently or well-intentionally destroy it. 

Our view or our philosophy is holistic and comprehensive. We be- 
lieve that real solutions must address the drug problem on all 
fronts at the same time. That is why REACH has developed pro- 
grams in four particular areas. In the area of youth and family de- 
velopment, in the area of abandoned housing acquisition, rehab 
and resale, and neighborhood revitalization, in the area of our resi- 
dents who demonstrate on a monthly basis and march against 
crack and crime, in the area of small business development. Tradi- 
tionally our program has not been seen as substance abuse preven- 
tion, but more and more people are recognizing that this approach 
is necessary. As a matter of fact, the onlv drug specific program 
that we have is an NA meeting and a Pilgrim Village basketball 
association which attracts young people to the church wherein we 
work with them to help them improve their self-concept. 

We have been providing jobs, housing, education, counseling, par- 
enting, child care, skill training, food, economic development pro- 
grams, all at the same time. We cannot provide one without doing 
the other. The si^ificant absence of any weakens and impoverish- 
es all victims, giving opportunity for the enemy to start the vicious 
cycle of doom and destruction. 

The question was raised here earlier in the first panel, what will 
the women do once they leave these treatment programs. And our 
answer to that is that we have to develop the kind of communities, 
the kind of families, the kind of homes that these women can come 
back to and live productive lives. We see that welfare in its current 
state robs us of that opportunity. We are looking for a hand-shake 
from the government, not a hand-out. 

In keeping with our philosophy of self-sufficiency and self-con- 
trol, we have developed programs that will generate program 
income to help us continue the work. These funds can then be used 
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as we see necessary. There are two key programs in that effort. The 
first 53 our abandoned housing acquisitionV rehab and resale pro- 
gram that generates cash flow. In this program REACH is holding 
mortgages on houses that we renovate and resell. Thereby we can 
earn interest on those notes receivable to help us in uur prc^am. 

A second program that generates income is the development of 
small businesses. REACH has renovated several commercial build- 
ings and then has helpjed to form business ventures that will lease 
thotje buildings from REACH and operate within the community, 
hiring conmiunity residents and empowering our people within the 
conmiunity. 

Another prc^am that we are currently forming is the extended 
family home. This is a pilot project which will work to house 
young, single mothers and their families while these mothers pre- 
pare for future employment and economic independence. We are in 
the process now of recruiting young women from shelters and also 
homes for unr/ed girls and we will provide a supportive living envi- 
ronment for these women in which to become socially and econorai- 
callv independent. 

I have been asked to comment on the use of federal dollars and I 
would just like to show as a sample, this application for federal 
funding to the Office of Substance Abuse Prevention. I am not sure 
how many pages long it is, but it is quite a document for a grass- 
roots ormnization to have to produce. We have found that getting 
federal funding is a most difficult process, and then once we re- 
ceive federal funding, it is an even more difficult process trying to 
follow the rules and relations that are inherent in the guide- 
lines. Oftentimes these guidelines prevent us from delivering serv- 
ices to the people who are most in need. If it was not for Wayne 
State University's Office of Addiction Research, we probably would 
not have been able to produce this type of document. But we recog- 
nize that we need partnerships with the federal government, with 
the universities, with modical institutions, with businesses and so 
forth in order for the community to get the job done. 

I would like to conclude with recommendations. We recommend 
the involvement of everyone, churches, community based groups, 
individuals, public and private sectoro must form partnerships. 
Government must play the role of facilitators and moderators of 
the prevention process, not owners, operators and controllers. Pro- 
grams must be designed by those who work from practical experi- 
ence and not just theory. People must be placed in responsible posi- 
tions based on merit and proven commitment. Resources must be 
allocated f o wage a serious counter-attack. 

In closing, I would just like to make a personal statement regard- 
ing Pastor Earl, he is my pastor at Twelfth Street Baptist Church 
and I think that the discussion earlier about women and our need- 
ing to be involved in the decision-making regarding our lives and 
our needing to make a contribution and having some self-worth is 
a very critical discussion. He has given women the opportunity to 
use our skills in the black Baptist Church, and it is rather unusual 
for that to happen. So we want to thank him for that. 

Aiid as a testament to that, this morning's FREE-PRESS in the 
business section has an article. It is a profile of me as the President 
of REACH, not a profile of the pastor as pastor of the church, al- 
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though he did have one in the newspaper a few uonths ago. 

[Laughter.] ,..11 j • 

But J think that women have to be involved m planning, and m 
delivering services to other women. It is just critical f^r UiatU) 
happen. We make every opportunity for that to happen at REACH, 
and for women to feel that they are valued and that they have 
some worth and that even though we are all appendages, I use thw 
statement that sometimes we can be made to feel that an append- 
age is less than rather than a part of a whole body. All of us are 
necessary, needed, valuable, and have to make a contribution m 
order for the whole body to work. 
Thank you. , , ^ , 

[Prepared statement of Charlene Johnson followsrj 
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Priparid Statkmknt of Charlknb Johnson. President and C.O.O.. Reach. Inc.. 
Accompanied by the Rev. Lee A. Earl. Detro!t. MI 



ny n«m« is Char lane Johnson. i serve as President and 
C.0.0. of REftCH, Inc., a nonprofit community devolopmant 
corporation, organized in 1386 as a contmuetion and expansion of 
the OutreacV Ministry of Twelfth Street Missionary Baptiat 
Church. I Will be sharing with gou today from two parsrectives- 
one of a black woman, female head of household iith four 
Children, who grew up in the City of Detroit, ANO who experienced 
first hand, the struggles inherent in recl»«. sexlsm, joLlesa- 
nees, poor quality education, eubstenderd housing crl»e, drug 
abuse, end femlly and neighborhood disintegration; end fro* tho 
perspective of one who chose not to el low these fectors to 
overcome her, but rather, use these experiences as valuable tools 
In assisting In the development of « comprehensive coamunlty 
development approach to substance sbuas prevention. 



There is an enemy in our lend weglng e now form of warfere 
that ettecke and d'estroye the very fiber of our society* It's 
first victims era the weekest end most Impoverished mambera of 
our communities* The poor, the children, the unemployed, the 
aged and their families and institutions. To be sure, this enemy 
will not stop at this level. It will crntlnue Its destruction 
Into ell races, clesses and homes. The counter*atteck will 
demand an ell out effort by each pe.son and sector of our 
country . 

The counter-attack, being launched by Twelfth Street 
fllssionery Baptist Church. REACH, Inc.. end members of the 
Pilgrim Ulllaga community Is an example thet can be duplicated. 
It Is a movement deeply rooted In Christian principles and 
supported by the efforts of many. It Is based on the belief that 
God creatmd thxs world co reflect himself end provide for his 
creation. Ue, es believers, must do our pert in preserving a 
world and ecological order that enhances end promotes life. 

thm underlying notivs for the organization of R£ACM was the 
spiral of community decay which involved the exodus of the most 
sociellu >nd economlcellu stabla families, the Immigration of 
renters, the Introduction end cBpiC growth of an Illegal drug 
market and the Increase In violence, crime, and other social 
problems which accompany such a market. Ae foundere of REACH, we 
saw those problems as Interdependent. As such, resolution of any 
one of thee relies on the resolution of the others. Thus, the 
REACH action plan is built upon a model of community development. 
A guiding principle of the program ie that the community develop 
Its own indlOQi^us Institutions and skills necessary to solve Its 
own problems. 

At Its Inception, REACH developed plans to Address both the 
elimination sf the dr*jg market In Pilgrim ulllaQo and the 
reduction In family and Individual risk fectors for substance 
abuse. The goal t«as to develop a system of services to address 
the multiple risk factors which characterized tho community. 
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Tha church is a vital part, but not the only t: . -tor that 
muat participate. Ue must reach out and wack cooparat4.vclu with 
other people of goodMill. Ue Must help design and support 
programs that address the needs and problems of the immediate 
victims of drug trade and abuse. riost of us agree on the 
objective of ridding our society of drugs. The problems arise in 
etrategy and approach. 

Ue believe, and figures support, that we ara having some 
success. Ue have seen crime drop in our area since we began to 
fight back. There are certain non-negotiable elomonts that 
facilitate accomplishment: 

1. Programs must reflect the thinkirvg of the people 
facing and fighting the problems daily. These are the 
real author itiee, the people who are and have btan 
there. They knoui the enemy firet hand. They must be 
involved in the design of programs. 

2, Particlparto in programs must feel a sense of 
control and ownership of the effort. Uhen solutions 
are created without their direct involvement, thty 
become suspicious and resentful. Ue must allow people 
to solve their own problems end fight their own 
battles. 

5 Th05e Who oontrol the reoourcos mu5t be uilllng to 

rilinqui»h ooma of their control. Tha moanm usQd to 
gain control of those resources does not autonaticaUy 
Qualify or.a aa an authority on their highest and most 
affttctiva use. 



4. Programe must enhance self-esteem and not 

innocently or wi»ll-lntentlonally destroy it. Ue 
can't insinuate blame on the victim by adopting a 
prejudicial attituds. "If you knew the answer, you 
wouldn't have tha problem- mentally; won t work. It s 
beco«ino «or. apparent that the Z"!:"^" 
obviously for some other problem. The answer* that ue 
%mm coming into our communities, rather than out Of our 
communities are not working. 

Our view or philosophy im a holistic, comprehensive 
approach. Ua believe that real solutions must address the drug 
problem on all f rente at the same time. Pfople need Jobs 
housino. sducation, counseling, coaching, child care, health 
care. Skill training and food at tha same time. Ue can t provide 
one without tha other. The aignificant absence of any, uieakans 
and impoverishes all victims, giving opportunity to the enomu to 
stert tha vicious cycle to doom and destruction. 



1 o r ' . 
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121 



Mowovar. REACH. in Vnupino with its philosophy of attlf- 
sufficioncy and bolf control. ih devoloping programs which will 
flenorati, progra* incon,e. These funds can be usod as u>t) sae 
necossaru. Two koy prooramb in this ondoavor ore the hoiiSinn 
proofor. and tho dov.lopmont of busmass vontures. The housina 
prooram gnnHrates ca«h flow frcr tho saU of houses lich " 
recycled to. contmuo the proflrfim. Additional lu. REACH ,lds th« 
mortflage on some of the houses soM. Theroby earninQ interest on 
the not**-' rccoivabla on thnSiA fl^ortc^oas . 

The Extondod Fai^ily Koac will house young 
single sothors and their faallles while the "aothers prepare for 
future coploynent and economi? independence* The special 
problems .of fas i lies with young single nothers increase the risk 
of cubstance abuse for both the aother and the child. The 
operational goal of the Extended Fasily Home is to provide the 
econoaic and social support necessary for the facilies to bccone 
economically independents 

To be eligible for the prograx, mothers must be actively 
enrolled in an educational program such ae high ochool, GEO 
training, college or vocational school. Mothers will also be 
required to participate in the parenting trainings, family 
activities and the dr\ig education classes offered by the ''Youth 
and Family Development Program". Rent an<l child care will b« 
subsidized by the Aid to Families with Dependent Children progr^.-^ 
for which the minimum acfe of eligibility in 17* Consequently, 
the mini'Aum age of eligibility for the Extended Family Hone will 
be 17* Because the targst popu?*ition of the Home is young single 
mothers, the maximum age of eligibility will bo 23 years. Those 
age restrictions will apply at the time of admission into the 
prooram only} women who celebrate their 34th birthday during 
their tenure will remain eligible (as long as they s^et the other 
progtaa requirements) until they euccessfully complete their 
education. The home will house up to five single parent families 
who will provide mutual support under the guidance and 
supervision of a live-»in housemother. 

The Extended Family Home will be prepared for occupancy and 
the housemother will be hired by the eM of tho first quarter of 
Year 1 (10/1/90 - 12/31/90). Service w;j.l begin at the earliest 
possible date, no later than 1/1/91. The goal of the Home is to 
f^icilitate the establishment of economic independence for a 
aininua of five families. 



Most of our other procremS ptovidd opportunities for 
participants to Qlve back to the progratn to keep programs on- 
QoinQ end elso provide opportunities to IcvcrBQB and Incte&sa 
grant dollars, rather then just uiinQ them up ond not receiving 
any continuing benefit from tha grant. Us see this componont of 
our programs es critical to the devolopmant of appropriaie 
attitudes of responsibility, involvement, control ond self-worth 
of individual participantu , 

REACH has been awnrdod federal, state, and foundation 
funding for noverel of its programs. Of nil the sources, fedor")! 
fi'nding is tha mfSt difficult to apply for and actuallu uso . 
Fortorel funding involves: 

1. Longthy and highly technical uppl xcat ions . 

B. Lengthy approval ond fund rolo«TSB proctJss, 
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3 RuIha and regulations in porformance contracts that aro 
I'lConslGtoiit igith efficmnt oarvicc delivery, 

H. Extra layorii of buPHaucrnt ic , inter modiary mcimtora, 
otn., luho hfimpor s«rvico del ivory; and 

5. Too rnanij rtjstr let ions, doesn't allnu enouQh floxibiliti^ 
to mHet the nocds of peuplo. 

Stato and foundation funding is a lot M^isier to occass and 

usa . 

Uo stionsjlg recommond tho involvement of evoryone. 
ChurcheSi •"onmunity based groups, individuals, public and private 
aacturs MUST, form partnerships. GovornffiOnt MUST plaj tho role of 
facilitators and moderators of that process, not owners, 
opeiators, and controllers. Proaroms MUST be designed by those 
uho uork from practical experience, not Just theory* People rUJST 
bo placed in responsible positions based on merit and proven 
commitment. Resources MUST be allocated to uage b serious 
countar-dttack . 

Our political construction and religious foundation cell for 
the same end — life, liberty, and the pursuit of happiness by 
all even the poor and the usak. Our nobility as a human race 
de.Ti^ndfi our care for tho ujeok by tho strong. Cur times demand 
unity of purpose and efficiency of action. Our onomy donands 
thiitt uach pnrson stand and give their best. 
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Chairman Miller. Who is the preacher here? [Laughter.] 
You are about to lose your job. Thank you very much for all of 
your testimonies. 
I recognize Congressman Levin. 

Mr. Levin. Thank you, Mr. Chairman, and welcome to all of you. 
Maybe if I might say so, especially to those of you who grew up or 
have been living where I grew up, some years ago. 

I will just say one thing briefly if I might and then I need to 
leave, my colleagues will finish up in the next few minutes. 

I was struck by Ms. Potti's reference to the lack of any residen- 
tial facility for adolescent women who have an addiction problem. 
With all of our emphasis on adolescent pregnancy in our society, I 
think it is striking to note that in this area there is not a single 
one, and as much good work as has been undertaken here and 
within the church, we still have that far to go. I think what we 
need to do from this hearing is to learn that there are some suc- 
cessful models and we just need to get on with it. 

By the way, as I leave, maybe if you do not mind, you would send 
to me a c jpy of your— of the grant application. For the first time in 
this decade 

Chairman Miller. You will have to check it, you will not be able 
to carry it on. 

Mr. Levin. They will mail it before the post rates go up. 

You know, for the first time in a number of years, there is now a 
new grant program. Since you and I came to the Congress, and I 
think you, Clyde,* there is nov some new money available in a 
grant program to local communities and to states and all of us at 
this table want to make sure that that is workable and v 'jrking. So 
if you do not mind, send it to me. I would like to see what it looks 
like. I have been encouraging the communities in the 17th District 
to get busy and get at it and I want to make sure that there is not 
too much paperwork here. 

An3n^^ay, thank you so much to each and every one of you from 
Grand Rapids through Illinois back here in Detroit for your excel- 
lent testimony. 

Chairman Miliar. Thank you. 

Mr. Lev!^:. I was going to ask, how many HUGs do we need in 
Detroit? 
Ms. Kenyatta. a million. 

Chairman Miller. Daily. Ms. Potti, let me ask you something. 
You said that you had worked out an arrangement with private 
physicians. Do you actually have commitments from private physi- 
cians who will provide treatment for 

Ms. Porn. What we have done is we have spoken with several 
private substance abuse facilities; Project Life, Metro East, and 
have asked them if we were to support the pregnancy concerns of 
the woman, help facilitate her getting into treatment, would that 
in any way raise your comfort level in providing drug treatment 
services, and they have said yes. We are in the middle of drawing 
some protocols now and starting to receive some referrals from 
those facilities as we speak. 

One of the other things that is interesting that is occurring is 
women are oftentimes screened for pregnancy when they enter 
substance abuse treatment and than are never screened again. And 
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as the period of time progresses, it turns out that she becomes 
pregnant and she hides that pregnancy in fear of being thrown out 
of her drug treatment s'!^. So what we are trying to do is encour- 
age not only random regular kind of pregnancy screening so that 
we can identify women earlier, but then if we can support that 
pregnancy and get her the care that she needs. 

Chairman Miller. Or I assume change the notion that she 
should then be thrown out of a program because she has become 
pregnant. . 

Ms. Pom. Right. But that occurs now, it does occur now. 

Chairman Miller. Ms. Kenyatta, let me ask you a question. You 
mentioned that your clients are required to get their own transpor- 
tation and you see that as a way of forcing them to learn to use the 
system. And yet we have heard in so many programs that transpor- 
tation is in fact a barrier to sustained treatment. You do not see it 
that way? . , 

Ms. KENYATTA. Well we also recognize that. But we also recog- 
nize that there are programs out there that provide free transpor- 
tation and that our program at this point cannot do that. So we 
refer them to places like Crossroads or a program called FISH and 
other services that would give them bus tickets. They cannot afford 
it with their limited income, but they can learn how to utilize the 
system to get what they need. 

Chairman Miller. That is interesting. 

Ms. Johnson, you and Reverend Earl really are sort of talking 
about rebuilding the community; on the earlier panel you heard 
the discussion of the chaos that many of these women live in and 
you testified that you live there yourself to some extent. That 
would be a major ounce of prevention here if in fact there was sta- 
bility and a sense of community available to these individuals with- 
out the need of treatment programs. But that is really what you 
are embarking upon here, is it not? You are talking about econom- 
ic support in terms of small businesses, you are talking about 
stable housing, you are talking about stable patterns of community 
that all of us want for our own selves. I have got to commend you I 
guess like everybody else because I think when we get all done 
with all the treatment, we are kind of back to where do you go 
home to. And that answer is pretty bleak certainly for the vast ma- 
jority of women that had enough courage to even enroll in these 
treatments. So let me commend you and I would like very much to 
have a copy of the article. 

Ms. Johnson. Okay. 

Chairman Miller. And also the one on Reverend Earl. I want to 
be sure we treat you both the same here. 

Mr. Todd, let me thank you. Mr. Durbin may have more, he is 
Mr. Smoke Free in the Congress, but I have been discussing this 
for some time with the WIC programs in our area and we have not 
quite achieved it in terms of how they fit this again into allowable 
cost and how do you treat this in terms of your admin istrati\'e ex- 
penditures. But obviously with the kinds of returns that you are 
talking about in the cessation and the reduction in smoking, we are 
going to be in the process of reauthorizing WIC and I think we 
have got to think about how we make that allowable as an inte- 
grated part of that program and I think I agree with you. The 
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women I have interviewed have enough trouble getting to WIC on 
a regular basis now— to have to come back is a deterrent, so we 
have got to figure out how we do this in that integrated program. 
Mr. Durbin. 

Mr. Durbin. Thank you very much, Mr. Chairman. 

Mr. Todd, I just want to echo what the Chairman has said very 
briefly. With your permission— even without your permission— I 
am going to take your statement and put it in the Congressional 
Record because I think it is important separate and apart from 
what we are considering today, that the members of Congress focus 
on this issue. I am the co-chair of the task torce on tobacco and 
health and we are looking for opportunities of reducing the 
number one preventable cause of death in America. 

Mr. Miller s home state of California is dedicating some tax reve- 
nues now from cigarettes to discourage smoking. And I think we 
need to do that on the federal level, not only to the population at 
la»*ge but to those at particular risk, children and mothers. 

It was interesting, when our drug bill went through the first 
time, we included counseling in the drug bill for WIC recipients on 
the deiRgers of substance abuse. We were unsuccessful in our politi- 
cal efforts to include tobacco. As we can see from your statistics, 
they should be included. 

Ms. Scott, it is good to see you again. We visited together in Chi- 
cago when you were kind enough to visit our earlier hearing. Can I 
ask you one specific question about the Cook County Jail situation. 
When it is discovered that a woman in the Cook County Jail is 
either drug dependent or pregnant, is there any means now for you 
to access court services and make some sort of counseling part of 
the condition of parole or probation? 

Ms. Scott. Basically what is happening now, a lot of the systems 
are changing where that is beginning to kick in. The state— and I 
am a local provider, division of the YMCA but state funded— state 
administrators have met with the judicial administrators in Cook 
County to begin to set up those specific kinds of arrangements. 
Once women come through a variety of entry points, whether it is 
because of illegal activity related to drug use, or whether it is relat- 
ed to situations with the other children. If they enter the court 
system and it is determined that there is a drug and/or alcohol 

Kroblem existing in concert with pregnancy, then the judges are 
eing asked at this time to issue as a part of their court order a 
requirement that the woman seek treatment and link into the new 
"Drug-Free Families with a Future" case management units. So as 
a local provider, we are very happy to see that. We have become a 
little concerned because we recognize that there is a major need 
out at the local level and although we are happy with the resources 
that are coming down, we recognize that this is just the very tip of 
the iceberg in terms of the level of need that exists out there. 

Mr. Durbin. Thank you very much, and T want to thank the re- 
maining members of the panel for their participation. 
Thank you, Mr. Chairman. 
Chairman Miller. Mr. Holloway. 

Mr. Holloway. Ms. Kenyatta, the first thing I want to ask you is 
how does your program differ from the Hutzel program? What is 
the difference basically in HUG and the Hutzel program? My un- 
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derstanding is that you might have originally been there and broke 
away. What are the m^or differences in the two programs? 

Ms. Kknyatta. Well I think basically in that we utilize more 
community people. The community are very much involved in our 
program, as I stated in the paper, in terms of decision-making and 
helping the women to develop certain skills. Also I think we differ 
because we have a holistic doctor in the sense that she totally stays 
away from any form of drugs. We do recognize the need for some 
pregnar.; women to use methadone but her philosophy is totally 
different in that she utilizes herbs and spices to help women to 
create a natural balance in their life. 

Mr. Hollow AY. What is your capacity? 

Ms. Kenyatta. We have a total of 57 rooms, we can double that 
amount depending on the number of applicants. We currently have 
about 38 wome i and 32 children in the program. 

Mr. HoLWWAY. So do you or you do not have a waiting list? 

Ms. Kknyatta. Well our program is somewhat unique in that 
whenever women come, our philosophy is to try to accommodate 
them as soon as possible. When our beds are all full, what we do is 
we have a big waiting room simUar to a shelter type concept where 
we will allow women to stay there until a room is available to 
them. So we rarely have waiting lists. Our philosophy is to help 
them as soon as they ask for help, if we can. 

Mr. HoLLOWAY. How are you funded? 

Ms. KiNYATTA. At this point, we are totally dependent upon pa- 
tients or our residents* contributions and donations from the com- 
mimity. We are not receiving any grants, and we are really strug- 
gling. 

I do want to say this though. Friday, we found out that through 
the Department of OSAP here, that they are going to start funding 
us for Medicaid, being a residential program. So I think that has a 
lot to do 

M.. noLLOWAY. That is good because that was my next question. 
Ms. Walker was saying there was residential funding, but will you 
be receiving that in the future? 

Ms. Kknyatta. We had tried to apply before, but again, due to 
certain regulations because we did not have a contract or were not 
receiving funds from the Office of Substance Abuse, they said we 
were not eligible for the monies, but I guess something changed 
and thev decided to make us eligible. 

Mr. IloLix>WAY. I think as ftto. Johnson said, maybe the biggest 
problem is the, difficulty of getting federal funds to the grassroots. 
With our terrible bureaucracy and abundance of forms, it makes it 
tough on the grassroots ability to participate in some federal pro- 
grams. If they do not have a lawyer and an economics professor to 
fill out their forms they cannot get them filled out and live by 
them. 

Do you accept young ladies into HUG, under 18? 
Ms. Kknyatta. No, we do not. 

Mr. HoLLOV/AY. So basically the only program in town is your pro- 
gram, for those under 18, Ms. Potti? 

Ms. Potti. Well there are currently no programs and we have 
asked OSAP to expand the MISAN project. Riverview Hospital has 
committed u) 100 adolescent substance abuse treatment positions 
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provided that we can get the dollars available in order to do that, 
so we are waiting for pennies from heaven I guess. 

Mr. HoLLOWAY. We appreciate grassroots programs and I think 
they are the only way to solve the problem. We cannot do it. This 
is similar to the problem with the shortage of jail cells. We cannot 
spend $125,000 on every prisoner we mcarcerate. We must have as- 
sistance from the outside, people willing to participate and be a 
part of the system. 

I just want to say a word or two to Reverend Earl. It looks to me 
like you would be an example to the rest of the churches. If you 
are not going to get out and help the community and try to work 
in the community, what is the purpose of the church? We all be- 
lieve and we want to work toward a belief in God, but there has 
got to be more to a church than just simply trying to convince 
people — do you see any churches following your lead or anjrthing 
happening in the community along that line? 

Reverend Earl. I think that for a long time the church has been 
involved in creating community. I think that if you were to talk to 
people like Charlene and other women that made alternatives and 
chose not to become a part of what was going on in that environ- 
ment, most of them were very active in the church. The church has 
been providing that suppoi*t "system all along. I think that with this 
new drug initiative that we *^re facing in our 'Community, it is 
bringing on some new demands and some new challenges to the 
church and it is requiring the church as it is all the rest of our 
society and every other segment of our society, including Congress, 
to think about some things and move into some areas that are basi- 
cally uncharted. So the church is struggling to re-examine its theol- 
ogy, the ministers are struggling to re-examine their roles and then 
we have the additional burden of trying to better understand the 
doctrine of separation of church and state. It is a problem that is 
destroying the state and the church at the same time, and I do not 
know how we can remain separate — maybe we can remain sepa- 
rate in philosophy and separate in theory, but we are going to have 
to hold hands in terms of being out there on the street. So I think 
that we are just in the process of doing what we have been doing 
and that is providing the central support to keep whatever stability 
we do have in the neighborhood and to support the families that 
are surviving and then try to think through our theology to allow 
us to address that, and like someone has just mentioned, that is a 
process and we have bureaucracy within that church and we have 
political realities within the church like everyone else. 

But I do think that the ministers need to be encouraged. At one 
point I remember being a minister, it was easy to be a conscien- 
tious objector to the war but in this war you would have to be un- 
conscious to object to it. [Ijaughter.j 

Mr. HoLLOWAY. I will close just by saying I would like to know 
from Ms. Kenyatta, what happens to your people after they leave 
your program? Are you able to follow them up? I guess that is my 
greatest concern, considering the amount of money we pour into 
these projects, what happens with the people after they finish the 
program. They have to go back in a bad environment sometimes, 
but— are you able to follow up and know what happens with them? 
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Ms. Kknyatta. y/e have really struggled with that, trying to find 
out-patient programs for women after they complete the residential 
program. There are not many pn^ams that will accommodate 
them. So in turn what we had to do is we kept the women as a part 
of our program. We have recently expanded our out-patient or our 
residential license and hopefully it will be approved soon, so that 
we can do out-patient cervices not only to the women that go 
through our program but also women who complete other pro- 
grams and get somewhat lost in the system. 

We also through our Buddy System have been encouraging 
women to establish sub-groups where they are living in the s£upe 
community and being real supportive of each other, and that seeix^/ 
to be working. Many of them have found maybe a flat and they 
share the flat and they support each other through the recovery 
process. 

Mr. HoLLOWAY. I can understand that, because if an alcoholic 
only has alcoholic buddies, it is kind of hard to ever quit being an 
alcoholic. So that sounds fantastic. 

Ms. Porn. Prom the public health perspective, I would also like 
to add that we follow inSfants at least through age one. We are con- 
cerned with the infant mortality number which occurs at age one. 
So we do follow infants not only by putting professionals and para- 
professionals in the home. And the intent is to be able to follow 
that child to age three when we drop that child in a Head Start 
Program, so that we feel that we have been able to follow this 
family, monitor some of the parenting, hook them up and link the 
conmiunity resources and then to support them as they enroll in 
Head Start. 

Mr. Hollow AY. Thank you. Thank you, Ms. Johnson, for your ex- 
cellent testimony and all the other witnesses. We appreciate your 
work very much, not only the work you do through government 
programs, but also the work you do on your own initiative to try to 
get out and start something else. Thank you very much. ' 

Chairman Miller. Let me thank all of you. Obviously as we try 
to better understand these women, we also are trying to better un- 
derstand what models work to help thefx permanent recovery if we 
can achieve that. And I think this morning has been very enlight- 
ening to us. The range of programs here that again help us to de- 
lineate what is necessary to try to achieve that recovery status. 
This has been helpful to us. I will have to say that sometimes you 
get the image, if you are not from Detroit, that this is sometimes a 
city that has given up, but I think there is a lot of suggestion here 
that it is just the opposite, that there is quite a bit going on here. 
Certainly not enough yet to match the magnitude of the problem, 
but certainly something that you can take some pride in, in terms 
of getting a handle on it. You are probably ftirther ahead than 
most communities in terms of what we have been listening to. 

So thank you very much for your time and your effort. 

With that, the committee will stand acQoumed. 

[Whereupon, at 12:45 p.m., the committee was adjourned.] 

[Material submitted for inclusion in the record follows:] 
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Statement of Thomas J. Buley, Jr., a Representative in Congress From the 
State of Virginia and Ranking Repubucan Member 

Today, the Committee continues its series of hearings examining one of the most 
tragic and difficult social problems of our day: substance^using mothers, and by 
extension, the plight of their children. Today we are taking an important step by 
addressing how these women can fuid help to extricate themselves from enslave- 
ment to street drugs. 

Our hearmg's title emphasizes barriers to treatment. But it is my hope that Mem- 
bers will remember the success stories, the programs and initiatives that work. As 
with other programs that seek to deal with socirl or individual needs, the barriers 
tend to be the same* and we are already familiar with them. We know, for instance, 
that programs created by Washington for imposition on states and localities usually 
cannot help but lack flexibility. Unfortimately, in its well-meaning attempts to help, 
government often erects the strongest barriers to access through rigid policies, an 
excess of categorical-style programs, poor coordination with other programs, and an 
inability to channel rinancial resources in ways that states and localities can use most 
effectively. 

In that regard, several witnesses make important points. Director William Atkins 
of the Illinois Department of Alcoholism and Substance Abuse notes that his state's 
most promising rehabilitation program stresses community-based, family-centered, 
flexible approaches with a continuum of care. Maisha Kenyatta of Detroit's HUG, 
Inc., observes that her program provides a wide spectnmi of therapeutic services, 
with the family's as well as the addict's needs in mind, to promote drug-free living. 
Her approach works because it is local, flexible, and not hamstnmg with require- 
ments imposed by far-off governments. And Mrs. Charlene Johnson, representing 
the very successful RGAC^, Inc., program, states that her community-based ap- 
proach, stressing holistic treatment, relies upon local people and institutions to 
solve local problems. Of all the financial support REACH receives, Federal aid is the 
most difficult to obtain and most complicated to use, she indicates. 

If we are to realize widespread success in the war on drugs and substance abuse, 
we need to learn the lessons about what actually produces results. To me, it seems 
clear from what our witnesses are saying today that these components are vital: a 
commimity-based, even neighborhood^based approach works best; addressing the 
needs of children and families of substance-abusing women is crucial because their 
recoveries, like their conditions, do not develop independently; government aid must 
be provided under the least intrusive and restrictive conditions possible so that pro- 
grams can adapt to local needs; helping the addicted woman with training, disci- 
pline, education, life skills and techniques for re-entry into the community as part 
of a treatment program are as important as direct treatment. 

As we look at the problems faced by substance-abusing women, we should keep in 
mind several points. First, when there are children involved, they also have rights, 
and a balance must be struck between these rights. An unborn child deserves to 
enter this world drug-free, if at all possible. This means that we must develop inter- 
vention strategies to help the addicted mother for her own sake as well as that of 
her child. 

Secondly, we should be prepared to make necessary choices when treatment fails. 
That is to say, adoption must be highlighted as an option for children when a sub- 
stance-abusing mother is imable or imwilling to respond to counseling and treat- 
ment Even as an addicted mother may suffer, a child's suffering as a result should 
not be compounded through failure to correctly perceive what that child's long-term 
best interests are. 

Let us come away from this hearing with a better understanding of what truly 
works here on the front lines. Let us learn more about why some people obtain 
treatment while others do not. And let us come away prepared to make adjustments 
in order that the substantial investment we already have in substance abuse treat- 
ment pays real dividends. 
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VONBll KKD DRUa XitM 

o Best estimates based on tho National Drug and Alcoholism 
Treatment Univ: Survey (NDATUS) and national prevalence data 
indicate that 1 out of 3 alcoholic or alcohol abusing persons in 
the U.S. is % woman, and l of 20 of these women is in treatment in 
a given year. Of the other drug users, 2 of 5 is a woman and 1 of 
50 of these io in treatment in a givon year, 

(tuth C. tim. «.«.. W-O.. M«tor. fi\t^^ Qt'v*' KrtU/Munt Co.: 19«. p««« \0i 

COST or DRua trbxtkhit 

o According to the Treatment Outcome Prospective Study (TOPS), 
the average lengths of stay are 159 days for residential treatment, 
267 days for outpatient methadone treatment and 1001 days fcr 
outpatient drug-free treatment. These lengths of stay result in 
total average treatment costs for a single treatment episode of 
$2,942 for residential, $1,602 for outpatient methadone and $606 
for outpatient drug-free clients, 

mcdwH» ird DnM AbtM* Uf». Oct. ». 1909. pp. 6-n 

LITTUI JMOWM 0» WOKBll AMD COC&Iini T1UCATNSMT 

o "A legal substitute for cocaine is not available and those who 
treat women cocaine addicts find the addiction extremely 
frustrating. At present the female addicted to cocaine is a 
primary challenge to the field of public health because of the risk 
of contracting and spreading AIDS and the refractory nature of the 
illness, " 

(op. c(t.. tr^t. \ti 

o "The widespread inexpensive availability of cocaine is a new 
phenomenon. Treatment programs have not faced this kind of cocaine 
dependence before and ttius we have no backlog of experience and 

data to draw from,** t.*^«M Tr— f^t'" wtlonal lr»tttuf on Orun Abw <ihD*) Cte*ult< 

t9et. p«ft 4) 

8PICZAL MBIOS OF PRZOXAIIT 1V0MBJI 

o "Pregnant addicts are often among the most reluctant to seek 
treatment, and many treatment programs are not equipped to accept 
them. Pregnant addicts in the custody of the criminal justice 
system can soaetiMs be required to remain in residential treatment 
until after they deliver. But outreach efforts are needed for 
other pregnant addicts, who must willingly enter and remain in 
treatment programs providing pre-natal and post-partum care for 
them and their children." 

(SUtMHVt of Or. N«rttrt 0. Kttbtr. D«(Wty O(r«ctor for Pm cn d laduettcn. Offtc* of «at<cr\jt Or\4 Controt 
Policy. Ufor* th« Ur»f Utcamitt— on CMldf««. fmHy. Orue». and AtcofioH««. N«rch t, 19901 
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o "Th« umm of jhanwcological interventions in the pregnant 
wo»an have to be evaluated with even more caution, not only because 
of the the quicK dependence (30 to 60 days) but also because of 
potential effect on the fetus." 

nta^mnt of Or. ' CxjM^«*R\Ate. N.O.. OiUf m^icti Advitcr *or th« Offic* of SUwtM* AbuM 

rr«v«ntlon. to th« 9Tt 4. v« Curricutia. »r Mtlonal AuocUtlon tor ^mrintfi Addiction iMOMxfi ml 

o *^'At is not known what treatnent regiaes work best for wonen 
or whether specialized treatment programs are aorc effective than 
traditional programning. Consensus of those working in the field 
is that tc be clinically relevant programming must acknowledge 
that: drug use patterns change with age; sensitivity to 
differences in ethnicity and sexual orientation is imperative if 
treatment is to be relevant; many wom^n in treatment will have been 
victims of physical and sexual abuse at some time in their life; 
many of them will have eating disorders; a significant number of 
them will be diagnosed as suffering from anxiety and depression; 
and many of them will be dually addicted." (00. c<t. cr^. p««t 111 

o Studies e7/»luating the effectiveness of treatment modalities 
confirm that a high percentage of individuals show significantly 
improved behaviors consequent to leaving treatment. The behavioral 
criteria used to evaluate treatment ef f ectivenes<« looks at: 

diminution in drug use, diminution in criminal activity and 
increased productive activity, r.bid.. p«9« 2] 

RBLX781I 

o "Whether a patient is in or out of treatment, or beginning or 
ending treatment, relaps'4 remains a high-probability event. This 
highlights the lifelong challenge of maintaining abstinen>'^ 

(Mrter* ttiU«c». «>.0.. -Tjytiwtsole^t «nd Ertvlrorwntal D«t*r«<rMnt> of latapM in Crock Cocotnt S«- . - 
J<njrm{ of fa^'tmrt rt W TfMftrtt . vol. 6. 1999. p. 961 



8UD0BT fiZSTORY OF STATE SDBSTAMCI ABOSI PROORANS 

o Outlays by States an'* territories for "drug abuse and alcohol 
services" (treatment and prevention) using funds from all sources 
(i.e., state budgets. Federal grants, county and local monies, 
etc.) increased 55.1* from FY 1985 ($1.36 billion) to py 1988 
($2.11 billion). "Overdll expenditures by types of Program 
Activity .. .reflect a significant growth m expenditures for 
treatment aii'< prevention." 

f?t»U tod ?frv*C« ifHttd to Mcc^ot fyj Dfuo teu>g frchimm. Tt.. 1^ Mttontt Atftoctttton 

of Stttt Alcohol and Or\jg AbiM Oirtctcri. |nc, (maMOAO}, u*«>)tnaton. O.C.. S, \\-\2\ 
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o Stata-g«nttrat«d revenu* spant for alcohol and drug abuse 
««rvic«s by state alcohol and drug agencies increased by 39% from 
FY 1985 ($654,430,812) to FY 1988 ($909,875,851). Support provided 
by **other state agencies** (i.e., divisions other than the 
alcohol/drug abuse agency) was up 88.91 in the save period, from 
$58,916,203 in FY 1985 to $111,294, 111 for FY 1988. These two 
sources account for 481 of all state-adninistered alcohol and drug 
abuse services expenditures. «bid.. n>. v. ii. i3i 

o "The total asount of funding for treatment services for women 
was over $349 »lllion (in FY 1989), almost 20% of the total funding 

for all treatment services.** C*Curv«y «n tt«t« Atcc^wl «id Orv« AywyUM of rr 1909 r«ltr«i 
<ni lut* rundt.* iMHIniten, O.C. . Natlomt AMocUtf en of tut* Alcohol and Orv« AbuM Olr«ctor«, (HAtAOlD), 
pat* 2 (hl|liH«ht«) mtf TabI* K 

WmtO'M fOURCBS FOR STATB-AOMIIIISTBRBD PKOORANB 

o Most of the federal money for drug treatment is allocated by 
the Department of Health and Human Services (nIfS) in the form of 
block grants to the Stat«s. Administered by ^ Alcohol, m.g 
Abuse, and Mental Health Admi *8tr«tfon (ADAKHA) , the FY i990 block 
grant program provides State w abuse agencies $47/ million in 
funding support. "For Fiscal Y**ar 1991, the Administration is 
seeking to increase block grant funding for drug treatnent programs 
by $100 million, bringing the total funding to nearly $577 
million. 

OlctfoMt Orv» Control Strtttfy, IK* tftd* noum, January 1990, pao* 30] 

o **Title I of P. L, 99-457 [Education of th© Handicapped Act 
Amendments] creates a new Part H, , .authorizing Federal formula 
grants to States... to provide early intervention services for 
handicapped infants and toddlers and their f&:.Uies. (Those) who 
would be eligible for services. . .might include, for exa::ple, low 
birth weight babies, or 'babies with parents. who abuse drugs..." 
Federal funds for the first four years of this five-year program 
a*'e: $50 million (FY 1987), $67 million (FY 1988), $69.8 million 
(FY 1989) and $79.5 million (FY 1990). tcwtott* jcn>» fraa«. s^rv of th* 

lAjcatlon of tf*t "rt'tfMTi tot Kmn ittt>t» o f 1966. ^.1.99 *57 . pp. 1.3 VftMngton. 0 c • C«\r*«t{<v«l 
l*»««rc^ S*rv(c*: C«rwort(t» of trnWy C>ffanU«t4on« >«Nln«r b*ck|r<Hnd paper, 3/16/O0 'li^lowntation of 
P L.99>A57* ^arant/^rofMfttonil Partrwrtitip in tv''(y lnt*rv«nt(on > pa^t it) 
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State Substance Abuse Funding Sources 
FY 1988 



Alcohol/Orug Ag«ncy 
43% 



Other Sources 
20% 




5% Other State Govt. 
6% Other Federal Govt 



AOAMHS Block Grant 
17% 



County/Local Agency 
9% 



Seu*«« nasaoaO iteoft ec i« « 



Chart 1 



o State, county and local governments generated 57% of the funds 
spent on state-supported alcohol and drug abuse services (FY 1988 
data). The ADAMHS Block Grant provided 17% of the funds, or $355.0 
Billion, other Federal sources contributed 6%. and 20% camo froa 
other sources, such as private insurance, court fines, and client 
fees (see chart 1, above) . ckasadad ft 1900 oq. ctt., iv, v) 
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How States Spand Substance Abuse Funds 




OTHER 
8% 



Pr^EVENTION 
15% 



SevCff NASAOAO <lffp«rl pp U 



Chart 2 



o The states and territories reported spending $2,114,857,286 
to deal with alcohol and drug abuse ("total alcohol and drug 
expenditures") in FY 1988. The funds wer'i apportioned as follows: 
treatment, 77%; prevention, 15%, other (research, training, 
adninlstration, otc.)» 8* (see Chart 2, above), fibid., pp. w, v, vm. 
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o Of th« total asount sp^nt for alcohol and drug abuso trsatatnt 
and prevttntion servlctts. Federal gov«m»«nt sources account for 
Isss than ons-quartar of th« funds (23%). Statss th«Hsslv«s provide 
48%; counties and localities contribute another 9%. Miscellan/*ou8 
sources, such as private health insurance, payments by clients, 
court-i»posed fines, etc., produce 20% of the funds spent for these 

purposes, (ep. eit.. NASAMO tf 1969. p««t i) 



wncM TO ruxM go 

o As of FY 1988, 6,926 alcohol and/or drug treatment units 
received funds through state substance abuse agencies, of which 
1,806 (26.1%) wdre alcohol units, 1,614 (23.3%) drug units, and 
the rest (50.6%) providing combined treatment services, (ibid., p«t« 151 

o The states and territories report that females constitute 
32.5% of the clientele for drug treatment and 21.4% of those 
ednitted to alcohol treatment (FY 1988 data), 68% of the women 
admitted for alcohol treatment and 71% of the women admitted for 
drug abuse treatment are between the ages of I8 and 44. i\bi<t,. pp.zz* 

». Jl'3*l 
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Phkparcd Statement of Don Seaton, Assistant Director or Legislative Affairs, 
Amkrican Civil Libertiks Union of Michigan, on Behalf of the American Civil 
Liberties Union op Michigan, DETROrr, MI 

Mr, Chairman, sembers of the subcommittee, we appreciate the 
opportunity to present the views of the American Civil Liberties 
Union of Michigan on the question of overcoming treatment 
barriers for addicted women and thfsir children. 

There has been heightened concern over the often tragic 
effects of substance abuse on infants and young children. The 
response of some in the law enforcement community has been to 
impose criminal punishment on women for behavior during pregnancy 
and to call for mandatory drug screening of newborn children and 
mandatory removal of parental rights if a positive test is 
obtained. Our testimony will focus on the legal and public 
health effects of such policies as it relates to women seeking 
treatment for addiction. 

In 1988 Kimberly Haldy discovered she was pregnant with her 
third child. Ms. Hardy knew she had a drug problem and wanted to 
overcome her drug addiction. Therefore she left Muskegon,^ 
Michigan to stay with her mother m Mississippi. After spending 
four drug-free months in Mississippi, she returned to Muskegon. 
However, Ms. Hardy got involved with the wrong people and started 
using cocaine again. 

On August 20, 1989, Kimberly entered Muskegon General 
Hospital in the early stages of labor, upon admission she signed 
a form which provided that she consent to routine diagnostic 
procedures and hospital care by Muskegon General Hospital, as is 
d^eaed necessary. The form did not authorize the taking of a 
drug test on either herself or her newborn nor did it authorize 
release of the test results to social service workers or to the 
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police. 

Shortly before delivering a baby boy, at l^^ast one drug test 
upon Hs. ^lardy for purposes of medical treatment was ordered by a 
doctor who claims to have such a policy in high-risk pregnancies. 
No consent for this or any other drug screen on Ms. Hardy or the 
baby was given. However, the baby soon displayed an eating 
disorder that upon the taking of x-rays was found to be due to a 
decrease in intestinal motility. Two days after the birth, the 
test for in^ action having been negative, the attending physician 
ordered a urine drug screen on the baby to determine the source 
of the problem. 

On August 25, 1989 the urine drug screen indicated a 
positive result for traces of cocaine. On August 29, a social 
service worker received a call from a nurse at Muskegon General 
indicating that the test of the newborn's urine was positive. 
The Social Service worker called a detective believing that the 
positive toxicology was evidence of child abuse. 

On September 22, the detective and the social service worker 
went to Ms. Hardy's home where the detective read Ms. Hardy's 
miranda rights and obtained an admission that she had used 
cocaine during her pregnancy. After returning frow drug 
treatment which she successfully completed on November 13 , Ms. 
Hardy was arrested and charged with second degree child abuse and 
delivery of a controlled substance. While the child abuse 
charges were dropped, Ms. Hardy still faces charges that she 
delivered cocaine to her baby through the umbilical cord. 
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What Ms, Hardy needs is treatment, not punishment. if we 
continue to punish women like Ms, Hardy, we will drive away those 
who desperately need treatment. Treatment is the key to conquer 
the substance abuse problem. 

Dr. Sidney H, Schnoll and Dr. Lou Karan of t'.e Medical 

College of Virginia Hospitals recently noted in a letter to the 

Journal of the American M edical Aasociation that use of tests 

without proper caution will drive women away from health care: 

The issue of collecting urine toxicology test results 
on all pregnant women must be looked at the context in 
which the test is performed. We agree that mandatory 
drug testing of all pregnant women to punish those with 
positive urine drug tests and separate them from their 
children may have deleterious effects for mother, child 
and society alike. The most deleterious effect would 
be to discourage pregnant addicted women from seeking 
treatment , , . . 

At present it is extremely difficult to get pregnant 
addicts into the few programs that are designed to 
provide both obstetric care for high risk patients and 
treatment for addiction. Using medical information 
such as a urine toxicology test result as the sole 
criterion to determine the suitablity of the woman as a 
mother or to bring criminal charges only compounds the 
serious problems they already face and discourage them 
from seeking pre-natal care and addiction treatment. 

As physicians, we must decide whether medical tests 
like urine toxicology screens should be used for 
political purposes or remain part of a comprehensive 
health care delivery system. We feel strongly that the 
subversion of medical tests for other than medical 
purposes directly related to the clinical case of the 
patient destroys the value of the test and compromises 
the role of the physician. 

Journal of the American Medig^^ Aff ffociation . November 3, 1989. 

Vol. 262, No. 17. 

This coiintry has declared a war on drugs, but punitive 

sanctions against pregnant addicts does not address the problem. 

The objective of Prosecuting Attorneys* across the country is to 



140 



deter women from using drugs. But we ^aust not detSi. women from 
seeking medical assistance for fear of criminal prosecution. 
This country is in need of more treatment programs for addicted 
mothers, but some prosecutors have decided to put emphasis 
punishing drug users rather than treating them. 

If. is the principle purpose of my remar)cs to emphasize that 
without sufficient protection of personal privacy, there is 
serious risk that women will come to viev hospitals as surrogate 
police precincts and not fully disclose information that would be 
in their own or their children's best interests* The threat of 
criminal prosecution will not stop pregnant women from abusing 
drugs, whether cocaine, alcohol or other substances that endanger 
the health of the woman and the health and life of the child she 
is carrying* The health of both the pregnant women and the child 
she is carrying will be protected by expanded drug education and 
treatment programs. 



« 
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Preparko Statement of Amanda L. Good, M.S.W. A.C.S.W.. Executive Director. 
Alternatives for Girls» Detroit. MI 




Ahematives for Girls 

1950 Trumbull Detroit. M! 48216 • (313) 496-0938 



FROM: 



RE: 



The Honorable George Miller, chair 

Select Conwittee on Children, Youth, and Families 

House of Representatives 

United states Congress 

Aznanda L. Good. M,S.W. , A.C.S.W. 

Executive Director ♦ 

Alternatives For Girls 



DATE: April 23, 1990 



Special Needs of Substance-Abusing Tregnant, and At-Risk 
Teenage Girls/Young woroen, and Recommendations for 
Effective Prograinming. 



Mr. Chair and members of the conroittee, thank you for giving 
me the opportunity to speak on behalf of thousands of homeless 
teenage girls in Detroit, and hundreds of thousands in the U.S., 
who are desperately in heed of services that are currently in 
short supply or non-existent, in order to, in many cases, survive 
their teens, and to hope for better choices for their children. 

To serve young women and girls in Detroit, Alternatives For 
Girls (AFG) has initiated four programs in the southwest Detroit 
comminity: St. Peter's Inn, a shelter which offers both short- 
term stopovers and longer-term structured six-month stays; an 
Aftercare/General Outreach program which offers support services 
to ex-residents of St. Peter's Inn; a Street Outreach program 
which deals directly with young women already living on the 
streets, offering them referrals, crisis intervention, food and 
clothing; and a Neighborhood Prevention group program which 
serves to provide adult support and positive role modeling for 



Dedicated to asstsung ^ounq women and girls, ux^ Southwest Detroit 
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girls (ages 5 - 17) In tne cownunity. 

While we have not conducted a scientific survey in the 
process of formulating a profile of the typical girl/young woman 
who is seeking our services, our findings from the 800 served 
over the past year point to a clear pattern. Of the 154 
teenagers housed in our shelter , 28% have been pregnant. 
Approxiinately 72% of our residents have been alcohol/substance 
abusers? 25% of these being heavy and chronic abusers. Ac nearly 
100% of our residents arc sexually active, this population - 
homeless teenage girls - is clearly at great risk for becoming 
substance -abusing pregnant teens and mothers, if they are not 
already. 

The teenagers we serve are generally invisible to the 
mainstream of society, who tend to have great difficulty 
accepting the very painful reality of thousands of girls in 
Detroit - hundreds of thousands m cities throughout the united 
States - without families, for whom a tenuous survival on the 
street is their best option. They are also, in most cases, 
"invisible" - unrecorded and unaccounted for - within our 
traditional social service delivery systems. Most of them have 
never been on public or private social service or child 
protection caseloads;^ many have long been "missing" - there is no 
one looking for them any longer. It is only through our pro- 
active, on-the-street outreach that we are able ♦lo first connect 
with many of them, and to begin to "spread the word" about our 
services that reaches multitudes more. 

We have learned m the two years that we have provided 
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shelter, crisis intervention, and support servicps that teens 
seeking shelter in Detroit are, in large part, honeless as a 
result of disintegration of their families, close to 100\ of our 
shelter residents have been victiids of childhood sexual abuse . 
They have grown up in environments fraught with substance abuse 
as well a J drug dealing, school dropout, transient living and 
horaelessnoss , early pregnancy, and prostitution; both m their 
homes and in their iinoediate neighborhoods. 

Given the vicious cycles that perpetuate homelessness and 
high-risk behavior among teenage girls, and the profound barriers 
to be surmounted in attempts to kick a drug habit, exit familiar 
street life and all of the tried and true coping mechanisms 
associated with it, the gaps in critical services needed by this 
population are alarming: 

1. There is not a single residential treatment 
space available for a substance-abusing, 
pregnant, and poor teenager in the city of 
Detroit. We must, as a result, "do 
somersaults" to find makeshift plans for the 
young girls that approach us on the street 
and announce their readiness to go into 
detoxification and treatment -today. Sadly, 
they may not be ready for detoxification in 
three weeks when a space becoeies available, 
and they may be unable to continue their 
struggle at all without a residential 
treatment program to follow detox that is 
unquestionably therapeutically indicated by 
substance abuse experts. 

2. Very tew of the girls/young women on the 
streets have accessed any sort of health care 
since they became homeless, including pre- 
natal care, often throughout an entire 
pregnancy. Multiple factors contribute to 
the high level of risk that these girls/young 
women tace, to their own health, to unborn 
children, and to the coimuinity. 

. Active scrcct outreach is the only way to 
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reach, offer services to, and advocate for 
many of these teens. There are several 
effective models throughout the country that 
can be duplicated and revised to meet the 
unique and specific needs of any U.S. city. 

4. Homelessness itself, in our observations, is 
highly correlated with substance abuse and 
high risk sexual activity that leads not only 
to pregnancy but to sexually transmitted 
diseases including MDS. As an example, the 
Dctroit/Wayne County Homeless Strategy 
Coalition conducted a study in 1989 that 
revealed that the Detroit shelter hotline 
receives over 2,500 calls per month, of which 
"only 45\ are able to be placed in shelter. 
Those who have most difficulty being placed 
are runaway or homeless youth, pregnant 
teens, and persons with mental retardation, 
mental illness, or other serious illness. 
"Forced to fend for themselves, homeless 
teens have few alternatives to bartering 
their bodies and services in the drug trade - 

which often includes their entrapment by 
dealers through their own addictions - for 
shelter, food, and clothing. Alternatives 
For Girls is the only shelter for homeless 
teens in Detroit, we are able to take in 
about half of those who cone to us seeking 
shelter. 

5. Finally, Our very simple and cost-effective 
Neighborhood Prevention Group Program is 
showing signs of outstanding success in 
keeping children in school, raising their 
self-esteem, and giving them tools and 
support with which to seek and maite positive 
choices for themselves. We serve 145, high 
risk, but not currently homeless, girls ages 
5 to 17. We are, unfortunately, unique m 
our city offering this type of active 
outreach in the hearts of the afflicted 
neighborhoods. Prevention programs are 
difficult to fund, especially at the federal 
level, and so are few and far between, but 
may well be the most effective use of our 
money. Simply put, building self-esteem 
along with school retention can he the key to 
prevention of many problems, including 
substance abuse, early pregnancy, school drop 
out, prostitution, and hc^nelessness . 

I would hereby offer the following recommendations 
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1. Hiqhcit Priority - Reiidential treitJ»cnt for 
iow-incoie ■ub»tAncc-«bu«ing, pregnant teens 
in Detroit, and in citica where it does not 
already exiat. 

2. Provide funding for acceaaible health care 
for hoaeleaa teena aa well aa adulta. 

3. Provide for direct, on-the-atreet outreach 
prograM allied at honeleaa teena in all najor 
citiea. L«ft unaided and re«aining 
**inviaible,** theae teena are obvioua 
potential victlaa of pi«pa, drug dealera, and 
r^rila of atreet aurvival that includea AIDS, 
other STD'a, high-riaX pregnancy, violence, 
chronic hoiieleaaneaa, and the continuation of 
theae conditiona into young adulthood, 
parenthood, and onto the next generation. 

4. More federal noney needa to hj available for 
exiating tranaition^l houaing programs, and 
not merely for new projecta or expanaiona. 
While new prograiu are neceaaary, exiating 
prograaa could better service clientj if ^he 
atreas of funding were alleviated and nore 
general operating funds were available. 

5. Prevention programs for younger aged youth 
siadlur to oura need to be developed and 
provided with adequate funding. We have had 
neeTurable ij^jrovenenta in aelf-eateen and 
motivation and, thereby, increase in school 
attendance and achievement aaong our group 
participanta. 

Thank you for your concern and attention to the little-known 
plight of drug-abusing pregnant women, and especially, the even 
lesaer-know plight of drug-abuaing, pregnant, and high risk 
teens. The solutions do not, in my estimation, lie in yet* to-be 
discovered "technology" of treatment. They lie in a coordinated 
effort at all Icvela, from the federal level to the neighborhood 
levela, to share information about programs that exist and that 
work * to amend them to i^uit each conrninity in need, emd to 
prioritise our resources in waya that will indeed, support life. 
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Prepared Statement of Raj M Wiener, State Health D rector, ?vI:chigan 
Department of P*jbuc Health, Lansing. MI 

Thank yoj fcx th« opportunity tc provide tesbnwiy to the coavnmee I want to commend the 
commrttee for examining pennatal substance abuse from the perspective of treatment bambrs 
We must emphasize prevention, education and treatment as the answer to the complex drug 
problem, as opposed to the growing emphasis on the cnmjnal justice system 

The Michigan Department of Public Health has worked cJosetv with the Office of Substance 
Abuse Sefv>ces and the Department of Soaal Sennces to identity the barriers to an effective 
strategy for reducing the impact of substance aouse on maternal afKi infant health The strategy 
indudes efforts to improve intervention and treatn>ent and to better aiKi more completely 
understand the extent and nature of dajg use m pregnancy This comr >4tee made a substanti.il 
contnbution to c«. Knowledge of the damage to women and babies resulting from substance 
abuse dunng pregnancy through the hospital survey conducted m 1989 Because of this 
examination and others, you are faiTMliar with the immensity of the problem Using NAPARE's 
finding of ii% of delivenes affected by substance abuse, we estimate that 15.000 Michigan 
infants were affected by substance abuse dunng pregnarcy in 1988 The state's infant mortality 
rate for 1989 is expected to be higher than 1988. and the impact of substance abuse is seen as 
a key contnbutor to the increase 

The bamers to treatment for substance using women and their children exiSt in four pnnapal 
areas. 

1 Lack ot Capacity - The most fundamental barner is the lack of any treatment for da;g 
using pregnant women Speaalized services for women have rx)t t>een a pnority 
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In Michigan, onty 10% of resKlentiaJ treatment programs can be identified for 
women, in general Now we are faced wrth the challenge of developing treatment 
orograms which recognize tf>e need for intense and comprehensive tntervention 
aimed at families, and not |ust indivKluals We are fortunate to have the Eleonore 
Hutzel Recovery Center providing comprehensive services tadored io the needs 
of mothers However, one program m the state can not meet the naed. 

Cnmpltxity «nd Inuantlgence of th« Problem - Jhe historical focus of the treatment 
system on male addtction does not prepare us for the chaitengo of maternal 
substar^ce abuse We must emphasize ihe design of treatment goals, objecth/es 
and methods that are relevant to the needs of women SpeaaJization for women 
must extend current models of addiction arxJ treatment to reshape ewstng 
programs. Dr Poland's survey of pregnant women m Detroit demonstrated that 
pregnancy prompted many women to reduce or discontinue the use of cigarettes, 
alcohol and illicrt drugs. Ihis indicates v^wen are motivated dunng pregnancy to 
address chemical dependency, given the accessibility of suitable programs. 

PunltJv* RMponse - Over half of the state legislatures have taken up the issue of 
maternal substance abuse. cons4denng laws which would require physiaans to 
report preg.iant women w^o use drugs or amending child abuse laws to require 
reporting of exposed newborns and allowing for the prosecution of the mothe*' 
TTie use of cnminal sanctions as a vehide for reduong substance abuse dunng 
pregnancy vwli in fact lead to more women avoiding the care they need. Delayed 
prenatal care likely to be the result, wrth ,is negative health consequences for both 
mothers and infants. Mandatory referrals to child protective services is equally 
inappropnate. ChiW protective senoces shouW only be used rf the child's weW- 
being is In jeopardy or if other preventive services have failed. An arbitrary and 
automatic investigation child proteaion vwtl reduce the effectiveness of early 
intervention and vwH 6rwB families away from sen/»ce 
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4 Lsdc of Compr0h«nttv« and Rtl«ytnt Programt - Wc hcv-c identified the lack of 
substance abuse treatment for pregnant women Given the msuffidenaes of the 
cxMTent treatment system arKl the urgerwy of the probJem, more must be done to 
redirect cun'ent programs and integrate them with other necessary services. 
CoordinatKMi of a core of minimum services which can t)e made available to 
women, tailored to their individual needs, is essential Fundamental to the core 
of services is the linkage of substance abuse prevention and treatmerrt and 
pnsnatal care Such linkages must be supported by the education of prenatal care 
and substarK:e abuse treatment providers in the recognition of substance abuse 
in pregnancy arxJ in the most effective outreach and case management 
approaches for pregnant substance abusers. 

The Michigan Department of Public Hearth, m cooperation with other state agencies such as the 
Office of Substance Abuse Services and the Michigan Department of Soaal Services, has taken 
the following steps to remove bamers to treatment* 

1 Established model programs for the integration of prenatal care arxj substance abuse 
treatment and the strengthening of supportive services The fiscal year 1990 state 
budget earmarked funds to support programs for chemically dependent pregnant 
women. In response to a request for proposals, several commun:ties submitted 
model program demonstrations to provide integrated prenatal care and substance 
atxjse treatment Unfortunately, funding is sufficient to begin only a very Pmrted 
number of programs. The model programs which will be implemented have 
demonstrated interagency coordination between substance abuse treatment 
providers, hospitals, and local hearth departments. Each will provide a minimum 
core of essential services which mdudes outreach, case management, integration 
of prenatal care and suostarK» abuse treatment, and supportive services such as 
child care 
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2. Proposed a mechanism, the State Maternal Substance Abuse Interagency Commmee, 

to develop policy reQardmg identification of chemical dependency m pregnancy, 
cofTfidentiality, drug testing, eligiWrty J reimbursement for programs, and to 
disseminate the information gained from the model program demonstrations. 

3. Developed the Ssntinel System, which s a program of infant suppurt sendees with a 

goal of maintainir^g high ttsk infants in an optimal, nurtunng enwonment. infant 
support services includes nursing, soaal work, nutntion and infant mental health 
services, to assure that babies get regular health care and parents get needed 
services such as substance abuse treatment, education about infant development, 
and help with child care. The target clientele includes infants bom with exposure 
to alcohol abuse and/or iHegal orugs. Central to the Sentinel System are formal 
interagency agreements detailing each agency's responsibility and authonty. 
release and confidentiality of clie»it information, and identrfying a coordinator from 
each agency involved with a family ihe Sentinel System is a preventive 
intervention which should be the first response to parent?: substance abuse end 
newborn exposure to drugs, as opposed to automatic child protective services 
investigations 

The model programs which will be implemented m Michigan will imk the two systems most 
central to the reduction of matemai substance atxise: prenatal care and substance abuse 
treatment. While these models will provide the opportunity to link substance abuse treatment 
with special programs which the state has devisea to increase the early and continuous use of 
prenatal care, such as paraprofessional outreach and n^emal advocates, much support is 
needed to enhance the services which are the underpinning, including. 

Attention must be given to the basic problem of p-er^atal care access for all women, 
the paucity of substance at>use treatment for woriH^n. and the lack of responsiveness 
to the unique needs of women with chemical dependerxaes 
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* other services must be maximeed to provide the neatth and supportive services 
needed by mothers and infants exposed to substance abuse, such as the Sentinel 
System and EPSOT. Federal leadership is needed to encourage fiexibSity in poiides 
supportive of the use of these resources. 

* Funding for the MatemaJ and Chdd Health Block Grant should be incrdased so that 
maternal and child health services can address the need for preventive and supportive 



Public awareness cl the problem of substance abuse in pregnar)cy must be tnaeased 
and preventive education must be mtensified. Many still believe that the recreational 
use of cocaine is harmless. 

Support is needed fO( training of health care workers to recognize sut^stance abuse 
and to offer nonjudgmental and nonthreatening assistarx^ to women in confrorning 
their drug problem and understanding the dangers of dnjg use dunng pregnancy. 

Agan, I thank /ou for focusing on the most effective strategy for rcduang maternal substar^e 
abuse: the elimination of t>amers to treatment 



services. 
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PREPARJUi Statkmknt OF Marcia Dccann Audkhssn, Ph.D.. RN, FAAN, CS 
Prcsidsnt, Pkrsonauzxo Nursing Corporation, PC.« Detroit, MI, Associats 
AoiUNCT PRoncssoR or NuRaiNo. Univkrbity or Michigan School or Nursing, 
Ann Arbor, MI, Awociatr Adjunct PRomjsoR or Nursing, Wayne State 
University College or Nursing, Detroit, MI 

Good morning! It is an honor indoevl for me to hrvo this 
opportunity to adc^ress this Convnittee. ThauK 7ou for inviting mo 
to provide this testimony, 

Hy nsme is Marcia Andersen, and I am the President of 
Personalized Nursing Corporation, P.C. which conducts the 
country's most Important nursing outreach project for AIDS 
prevention among hard-to-reach, active IV drug users who 
self-present in hospital emergt^ncy rooms in the states of New 
York, Michigan, and Maryland. I also am an adjunct associate 
professor of nursing at the University of Michigan School of 
Nursing and also at Wayne State University College of Nursing. 
Both in my academic career and in my government-funded projects, 
I have specialized in improving the well-being of hard-to-reach 
populations, such as drug addicts and the mentally ill. 

As Project Director of a multi- state, AIDS prevention 
nursing outreach project funded by the National Institute on Drug 
Abuse to hard-to-reach IV drug users — which has succeeded in 
significantly reducing frequency of heroin and cocaine use in 
this population--I have gained considerable experience with the 
lifestyles, attitudes, belief-systems, and needs of Americans 
drug addicted. Moreover, I have recently formulated a special 
program design to provide residential aftercare for recovering 
drug-addicted persons. And so I am honored to share my 
experience, and my ideas for sensible and humane proqram 
initiatives, with this Conmittee. 

I will begin by describing briefly the special need m 
Detroit for effective aftercare to assist drug-addicted persons 
to re-assimilate i.ito the community and to maintain drug-free 
lifestyles. 1*11 then briefly desciibe the theoretical basis for 
the aftercare cesign I have fashioned, and follow by describing 
what I ind rr/ colleagyes call th^* LIGHTHO ISE/Lodge Progtam of 
aftercare for formerly drug-add: cted persons immediately up their 
emergence from drug detoxification programs. 



ERIC 



1 ft o 



152 



BACXQaomp AMD SIQMinCAIKa 

It is , eitlmated that Detroit hJti 35,000 to 40,000 IV drug 
users. Th6 Drug Abuse Warning Network's (DAWN) survey of 37 of 
the 49 eligible emergency roora« in Detroit reports that Detroit 
had the second highest (after JJYC) numbers of mentions of IV dn:g 
use in the nation in 1987. According to the DAWN report, 
Detroit had 4,522 intravenous drug mentions. In Detroit, the 
Michigan Department of Public Health has not«»d an alarming trend. 
IVDU-associated HIV cases are increasing at a greater rate than 
HIV cases due to other know means of transmission.*'^ with the 
accelerating rate of HIV infection developing in iv drug users, 
their sexual partners, and their children, it is critical to 
develop programs to facilitate drug* free functioning in the 
community after treatment. .Programs like the Delancy ^ Street 
Program in San Francisco and the Lodge Society have 
demonstrated such programs can be very successful and are greatly 
needed. 

The critical importance of social network support for recovering 
iVDUn in fheir post-treatment phase has increasingly been 
recognized. Social support aftercare is essential as an aide to 
clients in making use of their newly-acquired coping skills in 
adapting to their comnunity, as well as an aide assisting them to 
assume the unfamiliar roles of stab3e employment, of responsible 
family membership, and of personal development. While the 
primary psychological goal is to change the negative patterns of 
behavior, thinking, and feeling that predispose drug use, a key 
social goal also must be achieved by IVDUs in the post-treatment 
phase: development of a responsible drug-free lifestyle, stable 
recovery depends upon a succ^sful integr^.tion of both these 
psychological and social goals. 

For example, family support has been shown to be aq stronq 
predictor of post- treatment success for recovering ivDUs. ' ^"'^^ 
Peer factors, likewise, have been established as significant 
post-treatment correlates of relapse for recovering IVDUs, 
especially the influence of key friends and associates. Krohn 
found that those who relapsed were more likely to have best 
friends anl friends with whom they associated most often who were 
current diug users, as comPari- j with a grour of non-relapsing 
former IVDUs, who lacked su^n drug-using key rr lends and 
associates. Similarly, social isolation or social alienation 
following treatment has been found to be a relapse correlate by 
some researchers. Moreover, a lack of client involvement in 
self- improvement activity in the post-tMatment phase has been 
found to be associated with drug relapse ) . In contrast, those 
who find rewarding employment or who enroll in enjoyable 
schooling, -are at much lower risk of returning to substance 
abuse/^ ^' 

T heoretical Basis For Kxperiiaental Treatment 
Fairweather *s Lodge Society i The Project's Grou^ Living 
And Working ::$odel 

All of the above-mentioned post-treatment correlates of 
drug-abuse relapse are parallel with the correlates underlying 
the Fairweather Lodge Society model of social support shown to be 
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effective for recovering mentally-ill patients. * '^'^^ The 
Fairweather Lodge Society model postulates that a critical goal 
of post-treatment interventions must be the assisting of the 
client to regain full, participatory Involvement, or 
"citizenship," in his social community, individual participation 
in all of the social processes of the client's reference social 
group greatly enhances post-treatment success, Fairweather found. 
Such client functioning, moreover, can best be achieved by social 
participation in which the client has a personal stake in the 
outcome of the social enterprise. This leads to client 
self -enhancement , an improved client self-concept, particularly 
where there is a recognized social role for each participating 
person in the reference group. Each client's social role in the 
group must reflect the highest level of personal functioning 
possible for the individual at the time. "Enhancement o£ the 
c 1 lent ' s sel f -concept whi le be longing to the group , moreover , 
will provide a support system for the recovering individual 
regardless of what his/her e probLam is (alcoholism, drug 
addiction, or mental illness}." ' ^' 

Because " { o )wnership is an important aspect of being a 
first-class citizen in capitalistic American society, people who 
io not own anvthij^g 98"^® typically those who are outcasts from 
this society." ' Accordingly, the Fairweather Lodge model 

of social support has as a central feature the group ownership, 
group self -management, and group operation of a non-profit 
business enterprise chosen by, and well -suited for , the 
particular grouf of individuals constituting the Lodge Society. 
Fairweather has shown a substantial reduction in mental illness 
recidivism when Lodge members wore permitted to own and operate 
their own janitorial service or similar business enterprise, 
combined with genuine freedom to participate in the 
decision-making of the business. 

Fairweather ' s .pioneering work developed the good living and 
working setting where vhe strengths and weaknesses of former 
mental patients were balanced by their working as a team. Ke 
demonstrated that new and meaningf u 1 social statuses and roles 
could be created ir. the community, so these persons could 
participate more actively m the social processes afforded 
ordinary cjtit^ins. Hr noted tt)^>t his program combines the three 
areas stisised in other afterc&re prcgrama, which us<;ally only 
stress one area per program. The areas are: interpersonal 
processes and socialization; omploynent in the community; and 
housing and living arrangements. His experimental group = 75) 
did stay in the community longer (reduced recidivism! i£ <.0b) 
and did gain and retain employincnt more effectively than his 
control group IN = 75). He states the key is in building a new 
social institution which cr-ates a new network of social 
relationships that represent a more participative status (i.e. 
dope addict or patient vs lodge executive committee member or 
lodge cooking crew chief o*. member). He developed 17 operating 
principals for community treatment, 13 articles governing policy 
of lodge membership, and executive committee rules of 
organization. His goal of rehabilitation is the "maximization 
of a person's participation in the larger society to the extent 
possible at a particuLar tuxya, without punishing those not 
currently capable of it. *' ^' 
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He feels, "For too long the concept of illness and cure has 
restricted the imagination of tlio^^L charged with the 
responsibility of aiding patients,-^' ^' He recofwnends 

creating a particular social system to »illeviate the deficits of 
populations of people. The Fairweather program was \ business 
(running a lawn/gardening and janitorial service) first and a 
rehabilitation program second. Ego involvement of participants 
and creation of a new status for them (business owner) was found 
to be essential to have success in reducing recidivism. The 
tasks the members perform in the lodge must be meaningful to 
them. Fairweather noted that throughout the course of the 
experiment, lodge members thought their wor)c was important and 
bccaii»e increasingly proud of their organization. They wanted the 
organization to succeed, and members often remar)ced how proud 
they were of their business. This" feeling was enhanced by 
ownership of the business. "Such ownership is important in our 
culture where much value is placed on ownership of property. 
Ownership leads to a feeling of personal worth." Over the 
years r Fairweather solved all the problems and thorny questions 
that arose and published manuals and developed training programs 
for p-oject staff. He has agreed to serve as a consultant on our 
project and is excited to try his Lodge Society with drug users. 

LIGHT Model - The Project 's ifldividual Casa Wanaqq>ent Model 

Andersen's Personalized Nursing LIGHT Model will be the model 
used in individual case management counseling sessions in this 
study. This combined individual/group approach will enhance both 
the Fairweather "group-only" approach and the LIGHT Model 'ji 
"Individual-only" approach. Drug users have responded favorably 
to nurses skilled in bonding with them. The connection is 
helpful to both the nurse and client as they learn from each 
other enhancing follow-up for case management counseling 
sessions. 

The LIGHT Model is a model for nursing practice derived from a 
synthesis of Aristotle's theory of ethics and Martha E. Rogers' 
science of unitary human beings. The LIGHT Model provides a 

mechanism for nurses to assist clients to improve their sense of 
well-being. Andersen believes that improving the client's sense 
of well-being is the focus of nursing. Using principles 
synt^esized from Aristotle and Rogers, clients are encouragcl to 
use rheir talontti iri the pursuit of excel leace and to take action 
themselves to remedy client-identified focal concerns. Clients' 
perceived sense of well-being is thereby improved, which strongly 
enhances the eftect of contemporaneous counseling to achieve 
greater and more lasting behavior change. The model postulates 
that intervening directly on clients' perceived well-being (and 
improving it) is associated with an indirect reduction in 
addiction , severity,, frequency of c^rug use, and other AIDS 
behaviors. '^"''^^ 

Using the LIGHT Model intervention, nurses: bond with clients, 
assist them to overcome perceived barriers to their well-being 
given their personal circumstances, educate them about AIDS, and 
assist them to use their full energy to develop their talents m 
the pursuit of self -improvement . Extensive nursing assessments, 
talent assessments, studies of "a typical day," and 
teaching/counseling sessions are used. The intervention is 
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rigorous in its: 1) non- judgmental deference to client -perceived 
definitions of barriers to their maximum well-being, 2) demand 
that nurses learn from the clie it (a key to achieving strong 
bonding in the relatively short teaching/counseling sessions), 3) 
methodology for the nurse to cofwnunicate effectively to the 
client that the nurse values the client, and 4) tacili:ation of 
clients' use of talents. For the hard-to-reach popul.itions of 
long-term IVDUs, their families, and their social netwot c members 
living in the harshest urban environments with hist jries of 
noi>-responsivepess to multiple drug treatment progiarac and 
incarcerations, behavior change must start with a sincere, 
effectively-communicated unconditional valuing of the clients. 

The Personalized Nursing LIGHT Model posits that redu'.;tioo of 
high-risk behaviors among hard-to-reach populations ot IVDUs 
having histories of non-responsiveness to more traditional drug 
treatment methodologies may be achieved indirectly , tY rough a 
direct intervention on the IVDUs' perceived welt -being, 
well-being of clients is enhances* v^en clients themselvis take 
action to remedy their focal concerns and build upor. their 
talents in the pursuit of excellence. '^hc most efficient 
mechanism for improvejient of a client's sense of well-bling is 
for the individual to take action on his/her own beh ilf to 
improve well-being. The LIGHTHOUSE Lodge Program is designed to 
assist them to do just that. 

One track of tr.e Personalized Nursing LIGHT Model is called 
Personalized Care. All actions are taken by the nurse on sehaJf 
of the client with the intent of improving client's seise of 
well-being. The othc. track of the Personalized Nursing LIGHT 
Model is .called Personalized Action* All actions are taj sn by 
the client. Both tracks ara described with the acronym Ll^ HT, a 
symbol based on Florence Nightingale's nursing lantern: \ 



Bonding with clients . Bonding with the client is a unique 
concept that must take place simu Itaneously with client 
assessment, teaching, and planning. Bonding means a state of 
mutual respect, admiration, and caring between the nurse and the 
client. This is accomplished by using a process called TAP 
(Touch, Assess, and Plan). The first step of bonding is to Touch 
the client's soul. This is done by sincerely valuing something 
about the client and learning from him/her. Next, nurses Assess 
the barriers to the client' s well-being . Well-being is a 
variable that includes health, but is not limited to physical 
health, wh'^a well-being is high, it is assumed a person is "on 
track for his/her destiny,^^ using talents and moving forward 
toward self actualization. One of the main goals of the 
intervention is to assist persons to Plan their first step-toward 
improving their v/ell-being within their maximum potential. ' ' 
In this project, the work in the LIGHTHOUSE Lodge group living 
and group working projects clients select will facilitate use of 
their talents. 



Personalized Care 



Personalized Acti on 

L ove yourself 

I dentify a focal coi.-ern 

G ive yourself a goal 

H ave confidence 

T ake action 



L ove the client 
I ntend to help 
G ive care gently 

H elp the client improve well-being 
T each the process to the client 
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Behavior Change , The LIGHT Model and the Lodge Society Model are 
both structured to involve clients in their own recovery process. 
They ar« based on the philosophy that solving one's problems and 
using one's talents can be a reinforcing process. It is felt 
that the clients must learn to love themselves and to have 
confidence to take positive action on their own behalf in order 
to increase their sense of well-being. One of the treatment 
goals is to eliminate negative emotional states that serve as 
motivations for drug use and identify alternative reinforcers for 
positive actions such as group ownership of a business. Clients 
are helped to plan for anticipated and unanticipated changes 
rather than react when changes occur. The theory underlying this 
project is that as the clients see gains being made in 
controlling the environment and in developing personal strengths, 
his/her sense of well-being and ability to take control of life 
will increase. 

PRKLIMIHAay STUDIES 

31 32 

In early work. Andersen ' documented the high number of 
medical problems and emergency room visits of ivDUs, In fact, it 
was learned that the emergency room is the primary source of 
medical care for most inner-city drug addicts, A program of 
research began to utilize a nursing c are intervention model, the 
Personalized Nursing LIGHT Model, to effect behavior change in 
ivDUs reached during their stay in a hospital emergency room. 
The applicant has had extensive and successful experience in 
providing a wide variety of care and support services to ivDUs 
and in reducing their addiction severity and high-risk behaviors 
related to AIDS. Use of the Personalized LIGHT Model has been 
shown to be associated with a decrease in drug abuse and stress 
in a , treatment-resistant group of IVDU women in an emergency 
room, ' a decrease in addiction severity in 

chemically-dependent women prisoners, and a deuirredse in 
high-risk behaviors related to AIDS transmission. ' The 
following are brief summaries of each of the applicant's prior 
projects using the LIGHT Model, 

Detroit Receiving Horoital (1980-1984) Nursing Outreach Carfa and 
Counselipq to IVDUs (stud y 1) 

Drug-dependent women = 55; members of their social net;#ork 
Hi = 54) were treated in a hospital ER (Detroit Receiving 
Hospital, one of the proposed host hospitals for this project) in 
a randomized clinical trial. Following the initial interview, 
experimental subjects were counseled in their homes by a project 
nurse toward a goal of decreasing their daily drug cost and 
perceived stress. Many were counseled in the presence of their 
social network members in the program's experimental home-based 
outreach drug treatmer**- program based on the Personalized Nursing 
treatment n.odel. 

The experimental group reported a lower daily drug cost iF(l,95) 
= 2.90; £ = 0,09), a lower daily heroin cost ^U = 165; £ = 
.01), less perceived stress iF(l,84) « 3,00; £ = ,09) and 
emotional distress il!(1.83) = 3,70; £ = ,06) than control 
subjects at the eight-week post-test. The experimental subjects 
also reported less perceived stress lt(65) = -2.35; £ ^ ,02) at 
six-month follow-up than control subjects. It was found that 
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results could be improved if members of the experimental clients' 
social networks were treated simultaneously and if project nurses 
weree correctly utilising the model. 

State of Michigan. Michigan Departioent of Corrections 
(1986-1987); Huralng Outreach care and Counseling to iVDUs in 
Michigan Wonen*s Prisons (study 2) 

Personalized Nursing Corporation, p.C. conducted a successful 
nursim outreach and counseling project for iVDUs, under contract 
with State of Michigan Department of Corrections, with 
chemically-dependent female felons in three Michigan prisons. 
Women IN = 112) participated in an initial pre-test and in-prison 
counseling session. Seventeen were released from prison during 
the project and participated in four home nursing visits. 
Project nurses met the subjects in their homes in the prej;ence of 
their socia] networks. The 17 released women received 20 group 
treatment sessions in prison followed by four home nursing visits 
in their homes for follow-up treatment after community placement. 
Their ^^iction severity (measured by the Aidiction Severity 
Index), was compared to a group ot 19 untreated, 
chemically-dependent female offenders recently released in the 
community. Treatment consisted of counseling by nurses using the 
Personalijed Nursing LIGHT Model. 

Ninety-five percent (95%) of the women who completed the 
treatment program completed the post-test 22 wee)ts «\fter 
pre- test, while 8 3% of the comparison women completed the 
post-test eight weeks after the pre-test. when the treatment 
group was comp^-ed to the comparison group with respect to the 
number of improved categories related to addiction severity, the 
treated group showed a statistically significantly higher number 
of improved categories ^ = 5.46, £<.05) than the comparison 
group. Results further showed that overall the women in the 
experimental treatment group improved in five out ot seven of the 
Addiction Severity Index (ASI) categories related to addiction 
severity (medical, family/social, alcohol use, drug use", legal, 
psychiatric, and employment), while comparison women improved in 
only two categories. The treated women improved significantly in 
areas of drug use it = 5.01, e>.01) and family/ social status It =■ 
4.45, £>.01). They also showed some improvement in the areas of 
medical status,, legal status, and psychiatric status. 

mVk Contract (1987-1990); AIDS Outreach to Emergency Rooms L 
Detoxification Units {Study 3) 

The applicant is presently completing an 

exploratory/demonstration research project which provides nursing 
outreach in three geographical sites, Detroit, New Yor)c, and 
Baltimore. The project is designed to reach and serve a 
hard-to-reach populaticn of 2,000 iVDUs, at high-ris)c for AIDS 
acquisition and transmission. This NIDA-funded AIDS 
demonstration proje';c has given the applicant invaluable 
experience m providing care, counseling, coordinated service 
delivery, and conducti ng follow-up with ivDUs in three geographic 
locations. It has been found that 38% of the emergency unit 
clients are subsequently hospitalized often using the 
hospitalization to withdraw themselves from drugs. The current 
demonstration project has demonstrated a capacity to reach large 
numbers of IVDUs who are not in a treatment program and who are 
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at high-risk for HIV/AIDS. In addition, the Personalized Nursing 
LIGHT Model staff has provided a wide variety of services to 
these individuals. 

To date, approximately 1,93 3 iVDUs have been served in this 
project. Preliminary analysis on early follow-up data from 348 
clients shows statistically significant redur»-ions j£<.01) were 
achieved in the frequency of IV use of neroin,' cocaine, and 
speedballs. Of those reporting heroin use at pre-test, their 
pre-test mean frequency of use was 4.9 on the following scale: 4 
~ once/week and 5 ^ 2-3 times/week. These same individuals 
reported a post-test mean of 3 ( 3 = 2-3 times/month), showing a 
39% decrease in frequency of use. Similarly, for thoSe reporting 
cocaine use at pre-test, their pre-test mean frequency of use was 
4, They reported a post-test mean of 2,6 (2 = once/month), 
showing a 35% decrease in frequency of use. Improvement was also 
achieved for those reporting speedball use. At pre-test, their 
mean frequency of use was 3.2, and their post-test mean frequency 
of use was 2.2. They showed a 31% decrease m frequency of 
speedball use. Additionally, the meau r.vuT^r of people with whom 
participants shaied works during the prior month decreased by 
90%, from a pre-test mean frequency of 2 to a post-test mean of 
0.2. , which was statistically significant at the .01 level. 
Moreover, the mean frequencies of key high-risk behaviors 
(sharing of works and cookers) were significantly (p< . 01) 
decreased. 

SuMBiary of Preliminary Accowplishawints 

The applicant has succeeded in networking with a host of 
health-care-providing elements: three v^ry different hospital 
administrations, hospital emergency room staff, various 
community- based detoxification programs, social support service 
agencies, and the home/family/social-network members of these 
IVDUs. Thus, the applicant already has a substantial body of 
experience in reaching and serving the hard-to-reach in hospitals 
in three sites, providing LIGHT Model care, and referring them 
for additional services as needed. 

It has been demonstrated: 1) large numbers of hard-to-reach 
clients can be reached in hospitals and detoxification programs 
(Studies 1 & 3); 2) promising intervention strategies have boen 
established (Studies 1, 2, 6 3); 3) addiction severity can be 
measured (Study 2); 4) AIDS high-risk behaviors can be measured 
(Study 3); 5) studies in hospital ERs in three states have been 
conducted (Study 3); and 6} randomized clinical trials in a 
hospital ER setting with adequate follow-up can be conducted 
(Study 1). Approximately 40% of the drug users in hospital ERs 
are hospitalized and most are detoxified during their 
hospitalization due to inaccessibility of street drugs (Study 3). 
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[Profiles of Rev. Lee Earl» provided by Charlene Johnson are 
retained in committee files.] 
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tfUCT COIMHTm ON 
CmMM. YOVTK M» MMJCS 



Jun« 4, 1990 



lUrilyn L. Poland, Ph.D., R.N. 
D«pt. of otot«tric«/Gynacology 
WayM Stat« Univor»lty McdicAl School 
375 East Hancock 
Detroit, MI 48201 

D«ar Dr. F^land: 

I want to •xpress icy personal approclAtion to you for appearing 
b«fore th« Select Coiu«ittee on Children, Youth, and rani lies at our 
hearing, "Getting Straight: Overcoming Treatnent Barriers for 
Addicted Mothers and Their Children," in Detroit on April 23, 1990. 
Your testiaony was, indeed, isportant to our work. 

The Comittee is now in the process of preparing the transcript for 
printing. It would be helpful if you would go over the enclosed 
copy of your re»*r)cs to assure that they are accurate, and return 
the transcript to us by June 13 with any necatsary corrections. 

In addition, I am requesting a response in writing to the following 
questions for inclusion in the hearing record. 

1. You mentioned a dearth of expertise about among professionals 
who work in emergency rooms and walk-in clinics regarding drug 
abuse and pregnancy. Are you aware of any local, state or 
national efforts to train staff in these settings so that they 
can respond and refer appropriately? 

2. What could the government do to encourage such training 
efforts? Are there incentives or specific forms of technical 
assistance that we could offer? would training grants to 
institutions be appropriate? What kinds of institutions? 

Let me again express my thanks, and that of the other members of 
the Comimittee for your participation. 




Cheirman 

Select Committee on Children, 

Youth, and Families 
Enclosure 
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RSSFONSK TO QUIOTIONS PoeiD BY CHAIRMAN GbOROS MXLLtR 



WajTM Slate Uatvcnity 
School oTMcdldnc 



HUT2EL 
^ HOSPITAL 

THE DETIOtT MEDICAL CENTEX 



27$ EMt Hcncock AVtntM 
OttfOit. MiCtUQAO 41201 
(313) 577.14*5 



¥inri Hi n - -r 1990 
%*wt J. tMUiT/DinKler 
Cm4MC AM.^D.DwKlQro«0»mbo«« 

G«org« HllUr, ChalriMn 
S«l«ct CoMlttM on Chlldr«n, 

Youth* and FmiIIIm 
U.S. BouM of XaprMMtstlvaa 
3SS HouM OfflcQ Bi'lldlnt 
AjUMJt 2 

'iaablngton, DC 30515 
BMr Hr. HllUr: 

Thank you again for inviting mt to taatify on April 23. 1990 for 
tha haarint> '*G«ttint Straight: Ovarco«int Treataant Barriara for 
Addictad Hothars and Thair Childran." I cm anclosing a corractad 
copy of ay taatiaony. 

Tha quaationa you pcaad. vhila atraight fcnrard and focuaad on a 
particuUr aapact of pranatal c*ra, ara really vary coaplax and touch 
tha cantral rora of our pranatal accasa problaa. I will addraaa aach 
ona in turn. 

1. Ara you avara of any local, atata or national afforta to train 
ataff in aaargancy rooaa and walk- in clinica ao that thay can 
raapond and rafar appropriately? 

I aa not awara of any prograaa that apacifically train aaar^vncy 
rooa and valk-ln ataff to rafar pragnant woaan to pranatal cara 
or dru« abuaa prograaa. According to tha voaan \m intarviawad. 
aany ataff in tbaaa cantara do rafar thaa for appropriate cara; 
it ia tha voawn who chooaa to raaain in thaaa cantora. Thara 
vara aoaa phyaiciana in valk-in clinica who vantad to continue lo 
aaa pregnant woa«i aa long aa thay had no co^>licationa. Host 
voaan understood thay would be delivered at ButMl Bospitsl by an 
obstetrician there and be classified as **valk>ins." Tha problen 
with these few physicians ia that they offered substandard 
aadical care and did not aaaass substance use. Mich less refer 
the voaen for treataent. The incentivea for the vcaen to use 
walk- in clinica include convenience, they are checked by a 
doctor, and they do not have to diacloae drug or alcohol use. 
The incentive for t« phyaiciana to aaa the woaen ia an econoeic 
one. Thus there is a econoaic. aocial. and attitudinal niche for 
walk- in clinics and aaargency rooa:. 
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2. Jhat could the govem»ent do to encourage such trainini, efforts? 
Are there incentives or specific fomt of technical assistance 
that we could offer? Would training grants to institutions be 
appropriate? What kinds of institutions? 

There are several things the govemoent can do to address this 
proble«. First, it would be important to know how widespread the 
use of e«rgency rooms and walk-in clinics is by pregnant women - 
especially those who abuse substances. At present, our Detroit 
study i, the only one I know of that asked the question. Second, 
the idea of training programs for health professionals (doctors 
nurses, and social workers), in private and public prenatal 
clinics is an excellont way to improve coraaunlcation and 
assessment skills. I would not offer training programs for 
personnel In emergency rooms and walk-in centers. There are 
economic incentives for some to continue to see pregnant women 
and training programs would not alter that. 

If pregnant women abusing drugs felt more comfortable at orenatal 
cUnics. they would be less likely to choose walk- in clinics a^d 
eiaergency rooms. Training programs for professionals in prenatal 
TtlrT Ti coordinated centrally by an agency with an 

interdisciplinary team of experts in maternal and child health who 
arc st^nsitive to the values and lifestyles of the women we want to 
reach. In my experience, the best place for such an effort is the 
Maternal-Child Health Bureau of the Office of Hatemal and Child 
Health, through it well-established networks of regional offices. If 
health professionals could be taught assessment and counseling 
l^rlir: '^f^ ^^"If o"ly identify women in need of .substan?o abuse 
service, but provide aome treatment on site in the clinics. This has 
^rohM'*'^/'' effective in some women addicted to cigarettes and 
alcohol and promotes the one stop shopping approach. One clear 

il* Physicians and clinics to participate in such an effort 
would be a graduated medicaid reimbursement rate tied to the 
identification of need and documented counseling services. Thus the 
health professionals in the standard prenatal settings would be 
reimbursed for extra time spent with their patients. It would also 
be important to tie the prenatal services with accessible substance 
abuse programs and residential halfway houses in the area. 

.omZ P<>^;*^^^»^^"cteri.e the kind of training program I think 
would be most erfective. 

1) Prtnatal clinics must be made more "user friendly" than the 
emergency rooms and the walk-in centors. Working with health 
professionals would do ouch to improvo th*' social atmosphere. 

2) Train health professionals to screen, counsel, and refer for 
substance abuse, physical abuse, and other prenatal "risk" 
indicators . 
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« llouKt Of titpvtitnmibtn 

scucT coMMrrrn ON 

CHUiMfH. YOUTH AMD FAMlUCt 



WAMiNrroii.oC30iii 

June 4. 1990 



Wal)c«r. M.S.W., Adninistrator 
Michigan office of Substance Abuse Services 
P.O. Box 30206 
LMnminq, MX 48909 

Dear Ms. Walker: 

L?n^-*.l° °y Pe--sonal appreciation to you for appearing 

before the Select Coiaaittee on Children. Youth, and Families at our 
w ill'*^'^'=. overcoming Treatment Barrier, for 

Addicted Mothers and Their Children.- m Detroit on April 23 1990 
Your testimony was, indeed, important to our work. 

^?n?^!!!;^*'^*Tt process of preparing the transcript for 

^ ^*^P^"^ ^^i^ 90 over the enclosed 

rhS t^L^ ? remarks to assure that they are accurate, and return 
the transcript to us by June 13 with any necessary corrections. 

In addition. I am requesting a response in writing to the following 
questions for inclusion in the hearing record. ronowing 

^* !!^J^Jt«I«^^*^**'*^®'*^P\*"° ^^"^ spending the monies earmarked 

^' ?^L^««n'^''^"I fi**"** Billion dollars from the women's 

if S^? ihy not' treatment programs? And 

3. When you give funds first to the 18 coordinating agencies, and 
^Vi{ Pk?!;''";.*^^^*!^/ specific pr^rams, are you 

still able to specify the criteria they must employ in 
selecting individual program recipients? In other ^rds^ if 
(nVnv* effective women's treatment progrlS .^iu 5 

i? ^ ii^KV * position, using this financial 

distribution system, to fund only that type of program? 

itl r'J??.^" express my thanks, and that of the other members .cf 
the Committee for your participation. .tt 



Sinc^E*!^ 

Chairman 
Enclosure 
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Chairman 
Enclosure 
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Response to Questions Posed by Chairman George Miller 
state of mjchiqan 




JAMES J BLANOfARO. Govornor 

OFFICE OF SUBSTANCE ABUSE SERVICES 

2l50ApolloOrtv« . PO. Box 30206 
LANSING. MICHIGAN 46909 

JOAN WALKER. Admlnl«tr©tor 
June 8. 1990 



The Honorable George Miller 
Qudnnan 

Select Committee on Giildren, Youth, 

and Families 
U.S. House of Representatives 
yS5 House 0£5ce Building Annex 2 
Washington. DC 20515 

Dear Congressman Miller: 

It was a pleasure to testify before the Select Committee on Children, Youth, and Families. 
Prior to being appointed as Administrator of tlie Office of Substance Abuse Services, I was 
very active in the child welfare system, and an active supporter to the creation of the Select 
Committee. 

The transcript of my comments before the committee are accurate. In response to your 
additional questions. 

Michigan will be spendiiig considerably more of th; ADAMHA Block Grant dollars on 
women than the \0% which is earmarked. We have 'dentified this as one of our top two 
priority populations on which to focus our resources. 

As stated in my testinony, Micbigaa has only 16 licensed substance abuse prevention and 
treatment programs. TCs is out of over 700 licensed programs. We recognize that these 
proframa wiU require additional sup(K>rtive services m order to be effective. As we build 
this treatment capacity, we will defuutcly be targeting our dollars specifically on \wmen 
ooJy" treatment programs. Wo have a lot to learn about how to successfully treat this 
pofulatioo- As our treatment capacity increases, and as we learn more, ♦vc might change 
th^ policy. 
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Inraponie to your Ust quesdon, regarding the state's ability to direa our local 
wardteitiflgaieK^ 

iowjQtwoiiMprolMbty noteierd^ We would cfier ttront 

poMeyttatemeiili whk* would re<»gi^ 

and the geographic areas in wtdch they reside. m^y^^ wvu«., 

Please feel free to omtact me if you have any odditiooal questions. 



Sincerely, 

Joan Walker 
Administrator 
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am C WUOMMnrtHMMMM 



SCUCTCOMMnTEf ON mmitwhS 
CHILOMK YOUTH, AND FAMUfS tSStf^^SSSPi 

WASHIIMT0N.0C20I1$ •tSUUJSn^i. 

CMMKHtTAYVTO 



June 4, 1990 



Charlene Johnson 

President and Chi«f Operating Officer 
REACH 

1840 Midland 
Detroit, HI 48238 

Dear Mrs. Johnson: 

I want to express my personal appreciation to you for appearing 
before the Seloc^ Coniaittee on Children. Youth, and Familif J at our 
hearinq "Getting Straight: Overcoming Treatment Barriers for 
Addicted Mothers and Their Children." in Detroit on April 23, 1990. 
Your testimony was, indeed, important to our work. 

The committee is now in the process of preparing the transcript for 
printing. It would be helpful if you would go over the enclosed copy 
of your remarks to assure that they are accurate, and return the 
transcript to us by June 13 with any necessary corrections. 

In addition, I am requesting a response in writing to the following 
questions for inclusion in the hearing record. 

1 The Extended Family Home that REACH has proposed seems to have 
numerous requirements and substantial supervision of the young 
women it plans to serve. Have any young women expressed an 
interest in entering the program when it opens? 

2 What will the admission criteria for selecting tho Home 
residents be? Who will select them? Am I right in assuming 
that a woman would be ineligible if she had a history of drug 
use? 

Let me again express my thanks, and that of the other members of the 
Committee for your participation. 




GEORGE MiptER 

Chairoan 

Enclosure 
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Response to Qusstions Posed by Chairman George Miller 

W25RBDD 



lit A CAftt 
Ommtn Of Th# Bo«rd 

CHAAlCNC JOHffSON 



6—7 IREACH.Inc 



Ju?e 30. 1990 | i84o u<««nd 

s^rt^Oi* Ml 4fiJM (313) 968 25691 



Hr. George Miller, Chairman 

U. S. House of Representatives 

Select Coflwittee on Children, Youth, and families 

385 House Office Building Annex 2 

Washington, D. C. 20515 

Oear Mr. Miller: 

Junr. a'^'III^ ^p^^ ^^""^ response to the questions posed in >ojr letter of 
trLnl Itl^'i " T''^ ^^"^ '•eceive them prior to June 13 but 

perhaps the information can still be helpful. 

rn«fw ^'^T women for the Extended Fwily Home. We have 

Jo? .^.^li^"^' ""^^ 5irls, as well as homeless shelters and gro.p h^es 
Tive referrals and have had tw interviews with potential residents. 

the H^"^hTH^I;!Jn^h°"^'"^°T'^°" ^^^^^ regarding admission criteria for 
-ill T!" J^%"ousefflother along with the Program Director and Social Worker 
u e wS d nSt ^i"?Ipf?^?^?^°" ^Ms.^on. A wanan .ho has a Mstorro drug 
cHt^i .p? Z fJ'J^- ^"'^ r*"" ^« ^C'-e^'^e*! according to the ^ 

cruer a set for any other women. However, t is important to remember tLt 

'2"" Therefore, our m'^i^ ef ortsTe diJec ed 

JLT??/ ^° "'^ ^'•"55 but who are at risk because of the volatile 

as sf ^t^L'^i^^^ 't?' P-rticularl, the lack of f^llrs ppor o 
assist them in becoming productive members of society. 

<:..h*tLl?r^'° ^^^^^ you for your interest and concern regarding women and 
JanJus Ust"'to TS^Tll""'; treatment. It takes all of us^wo^ing'a? 
various tasks to solve the tremendous problems we are facing. 



Yours In Community Service, 




Charlene Johnsoj 
President and 0 



CJ/rsm 
Enclosures 
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Em»0 FMILY HOC 



Objectives 

(1) To provide an "extended family- ho»e for up to five AfOC recipients w:.o 
meet the following requirements: 

a. Willingness to continue education or participate in job training; 

b. No more than one pre-school age child; 

c. Willingness to pay room and board; and» 

d. Willingness to sign a one-year, renewable lease and Program- 
Participant Agreement. 

(2) To provide quality, on-site day care services for the children of these 
mothers. 

(3) To assist these mothers with household management and parenting skills. 

(4) To provide other support services Such as counseling, transportation, etc., 
as may be needed to assist these women in completing their education and gam 
meaj.ingful employment. 

Target PopuUtlon 

The target population, age 18 to 22, ^s an extremely vulnerable and often 
struggling head cf household who is attempting to better her condition in life 
by completing her education and obtaining employment. This endeavor will enable 
her to come off the Department of Social Service's client list and maintain a 
productive life. 



The "Extended F«n)ly Home" is a single family house located at 94 Moss 
(corner of Second) in Highland Park, Michigan 48203. 

The house contains an area of 2,322 total . -are feet. 6 bedrooms. 2 1/2 
baths, finished recreation room, patio-fenced backyard, side drive garage, and 
exterior of stucco over brick. 



Required staff will be one house mother who would be responsible for 
managing the home, to include cooperative services provided by residents who 
will assist with the day-to-day operation of the home. The house mother will 
report to the Director of Programs for REACH, Inc.. who is responsible for the 
overall progrw. Us staffing, administration, resident recruitment, funding, 
and other such related responsibilities. Other necessary support services will 
be coordinated o^i a contractual basis. 



Facility 



Staff 
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Precis 



()rg:ini/;ilioii 

REACH, hit. (Rcncli Evciyouc. AdmmiMcr 
Care & I lelp) 
1840 Midland 
Dciroii.M! 48238 
(313) 868-2659 

Key Sl.ifrConlaci RANTINE S. McKESSON 



liistory 

Kl:ACl I, \t\L a iioii'piolu Lominuiiity dcxcl 
opmcni and coinnuiniiy service orgaiuzauon 
whjch was orgamicd om of ihe "Weekday 
Mmisiry" of the Twclflli Sircel Missioiuiry 
Uapiisi Chuicli. wluth bcgai» ni 1982. 

Established in 1986 to meet the socjo eco- 
loniic iiecdi of the Pilgmn Village tommumty 
k«X)uiid by John C. Lodge Freeway. MtNithoK. 
Livenioisand Woodiow Wilson Streets). 
REACH endeavor; to iKtnnje a model ot urb.ui 
redevelopment that can be ex|)oried lo any ciiy 
in AnH:iica 

Oi'guiiizuliunul Guals 

• To [)rovidc services to incci ilic needs of 
low- to nxxlcnite-niLoinc jcsidcuts ot nici 
to])olitan Dciio)t 

• To promote etonomiL stability by piovid- 
ing an cnvuonmcnt whcaby skilK and m 
fonuation can be .iL()nncd to achieve 
ccoiionuc scif sufficicnty 

• 1 o .share wiih otjici |>cople and gioups 
throughout this state the ideas and Lontepis 
ol Lommiirmy and CLOnonuL development 

Ciloils 

To lOntrihuic to the physual icvn,ili7aiu>n 
of ilic fcsidcMKal and LornnK'iLial .>kms (>I 
Pilgtini VilKitjf 



• I o strive lor the stxengdiemng ol the fanuly 
.»!kI church, and neighboihcKXis insititu- 

llOlls 



Scupc ol Services 

RLACH oC^rs a coinpiehcnsive .ipproach to 
uiban icdevelopnient 

ttition ami RcmjU' P/it^rotii 

• Child De\t'hpriuit Center 
WceUv Fooii DiMnhiiuon Pntgram 

• Sununcr Youth Program 

• Senior Citiii'tt Outreach Pro)iron\ 

• Ccni/iiitet A\\otfu<'^\ rtot*/inn 

• SmtiH Uiiun('\i Devett^pitiL'/ii Ce/uer 

• Sithstance Abu%e Frc^cntinn 

• Crime Prevention Prof^rom 



^t«nJol' Accvunplislinieiits 

( I > Our weekly fo<xl disiiibiiiion piograni 
has disn ibuicd grtKciies wortli over 
$5(m.WM) to the poor 

(2) Onr senior cu^^el^s pjogiani has pto* 
\ >dcd atlcniion inid (.are lo over 5(H) 
senior llll^ens 

( M Om Lhild dcvclopmciii center provided 
(.hild t.nc sfivKcs toovci 2IH) paients 

(4) Kehaliiliiaicd ^ ( omn>ei(.Ml Innldings 
lor use .IS .1 lotnniinutv scivrtc i enter 
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.uhI {esiaui>Mit • 
(5> Our suiuiiter vomit piogi.int has lx;iielii 
led over 200 children 

^0) Our abandoited housing ^cquisrlioit/ 
rcs«ilc pro^mni has ichaDilitatoi 15 
dilapidated house :o provide occenl. 
.itlordable homes lor f.i.iuhcs and joh 
n. lining to ncinplovcd ineii aiut 
uomcii 

A\un (Is uiul t^'io^uitions 

Detroit Ctt\ Coumtl S^'Al* '\\uirii for hooii 
Dturtbuuon t*ro^rain in 

S L M C O r // Oul^UtmUit)' rrojtXl /\h<;, d lor 
iitiunatt\t' liou\tn}i f>r,}i^roiit\ that ' nin v< f\c 
tn a nunii t Ji>' • tun \ 

NonttuoU'd ti>r the i\'attOiuU (. (iinniivutY »N'v< t 
Oftinent AwoLtiUtnn i /\m/rrv A'^hi"! Commtt 
iiti\ Ocvviopnu'ui Ai htf\am'ul Ai\arii fitr 
Eicnii)Utrr uses oj C01K> fumis tn 1%^ 

Meruioittii h> \ f .v )<}tk J I'm'S . QVtV A 6C 
IX L^AJjiskx toiKX/yciii QjiimLUcs. 

ClQ^. t>i / DcifiHt } ' SiQitoiw. tU\a Mirums 
I 'titer nu liut oiitltl'^ 

I'.isior. i v^elltli Suret MissK>ii,ir\ Uaj>usi 

I ouiKlci, ULACH W 

honiier c\cv iiiivc. C onMiincr s IV^vcr ( ni }> 

Seniinaiv W.ivue .St.tie 'Jinvcr-ilv 



IMsioi GrcalCf Cone on) Bapnst I huich of 
Dciiou 

Datfd Chairnun }od<) FhiHios Boys llonK 

Mr. Billy Rod gcrs. S cc/l'rea.surer 

Retired «\n rciionsT/ept Sur^' vison 

I r»;,isurei, 1 ^df'h v^ueei ussiotiary B5pt»$i_ 

t'lnut h 

Coi |)oi alo Olllcoi 

Mis quricnc Johitsoih Pic^ KiciU 

Co loiiiulcr, KliACn, h.: 

M Ld Wavne Slate " Hversitv 

Oiiccuu ot UeekJav Minisines, I wclflh Street 

Mis<.ion,irx Baptist C Intuli 

McidK'i. MamiljcluKis Bank '/onniiiinitv 

isoi V Buaul 
McintK'i. I nst ol Aim'tu (^nnnunuty Advi- 
M>n Boaid 

NJcnil^r. Detioit NciiihUnlio<xJ Alliance 
Det'oit ChaM|>cfM)n. Miciugau MouMng Coali- 
non Board of Directors 
t'li.iirperson, Ueifon Aiea kcinvcsinicnt Alli- 

NatiOiial WiniH'i Salute to Blatl. Women 
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